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Reminiscence* 


JOSEPH 


. "= DEFINITION of the word reminiscence is 
“a mental impression retained and revived.” 
I think this talk could also have a subtitle, and 
I would like to make that “Notes from the cuff 
of a drip-dry shirt.” 

Why did I choose a drip-dry shirt? Because 
it is so frequently washed, and many of the 
notes that were made on the cuff are lost in the 


process. But some of them are indelible, and no 


amount of washing erases them. It is of some 
of these notes that I wish to talk to you tonight. 
As I see it, the president of this Illinois State 
Medical Society is an ambassador who represents 
vou at all types of meetings and who endeavors 
to cultivate and cement your relations with 
many of the adjacent state medical societies. 
When he speaks, he speaks for approximately 
ten thousand doctors in the state of Illinois. He 
does not make policy. Indeed, many times he is 
not consulted on policy. As far as policy is con- 
cerned, he simply carries out the directions of 
the House of Delegates and the Council. This 
fact I have realized, and I have tried +o say 
and do the things during this past vear which 
I thought you would like me to say and do, 
Among the notes which have been inscribed 
on the cuff of the drip-dry shirt is one pertain- 
ing to this body, the House of Delegates. The 
delegate is really the liaison officer between the 
policy-making body of this society and the mem- 


*President’s address delivered at the 120th annual 
niceting of the Illinois State Medical Society before 
the House of Delegates May a5, 1960. 


T. O’NeErtu, M.D., Ottawa 


bers of his county or branch society. 

Misunderstandings of actions on the part of 
the House, and on the part of the Council as 
reported to the House, resulted among the mem- 
bers because of failure of the delegate to perform 
his function as a member of the policy-making 
body. To paraphrase Gertrude Stein, “a delegate 
is a delegate, is a delegate, is a delegate.” You 
a part of the communications 
which must be set up in the newly reorganized 
I}linois State Medical Society. 

Many of you will undoubtedly recall that after 
I assumed the presidency of this body last May, 
I told you that it would be my endeavor during 
the year to develop and maintain a line of com- 
munications all the way down to each member 
of each component society. Failure of a delegate 
to function should be tantamount to the election 
of a new delegate at the county society level. 


are system of 


Therefore, the responsibility for having a House, 
and an efficient House, depends upon the county 
societies’ selections of the delegates as efficient 
members of that House. 

The House should study efficient ways to im- 
prove itself. Actions should be taken by the 
House requesting that every resolution presented 
to the membership be either mimeographed, or 
printed in the handbook, so that each and every 
member considering any problem of sufficient 
importance to present in resolution form can 
can have a copy before him. 

Reference committee members should be ap- 
pointed early so that you may become familiar 
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with who they are and with the matters thev have 
to consider. This was done in part this vear. 
Their names were printed in the Journal of the 
Illinois State Medical Society. This is a step 
forward, and in my opinion should be continued 
and improved upon. 

Misunderstandings can spring only from mis- 
information, or lack of information. Such ques- 
tions as have been addressed to the president of 
this society regarding Blue Shield Plans during 
the latter part of the vear have practically all 
resulted from misunderstanding and apathy on 
the part of the members of the medical profes- 
sion because they did not read the printed word. 

It is rather pathetic to receive a communica- 
tion from a large clinic group which is honestly 
bewildered by the turn of events because no one 
in the clinic group read the Council minutes 
printed in the March issue of the Journal. 

This matter is further pointed up by the state- 
ment of a delegate at the special meeting of the 
House of Delegates last December. This dele- 
gate had not recently come to the House of Dele- 
gates. He has been a member for a long time. 
Yet he made the quoted statement: “Our Society 
is not like a corporation; the Council does not 
have to report to the House of Delegates. There 
is nothing mandatory for the Council but to 
exchange information.” I think this statement 
should be reckoned with. I think a change in 
the Constitution should be made, that the Coun- 
cil should make certain reports to the House. 

Does not the Council, and has not the Council 
for years made a report to the House? Does not 
each Councilor render a report of the activities 
in his councilor district to the House of Dele- 
gates? And is not this report published each 
vear in the handbook? And is it not gone over 
by a reference committee? And is the report of 
the by the 
House, and examined or rejected? Does not the 
Chairman of the 
report to the House of Delegates of the activities 
of the Council? What more would you ask of 
the Council of this state medical society ? 


reference committee not received 


Council make a voluminous 


I have many indelible notes on the cuff of the 
drip-dry shirt. I sat on that Council for ten 
vears, and for two of those years was its chair- 
man. Not one of us is perfect. Not one of us 
can have consumate judgment. Not one of us 
is not human enough to err. But the time | 
spent on the Council of the Illinois State Medical 
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Society is among the brightest of my mx 
ries. 

Nowhere, but I repeat, nowhere, will vou 
a more dedicated body of men giving free] 
their time, sacrificing a whole weekend at | 
seven times a vear to talk over and to argue « 
many of the complexities of the practice 
medicine which come before it. Mistakes may 
made by any body of men, however dedica 
But mistakes made by the Council in my 
perience were mistakes of judgment, not of 
heart because I feel that this dedicated body 
men has well-being of the medical practition 
of Illinois in their hearts. 

We the last 
meditated organized 


have found in vear that 


attacks up 
formulated. \Ve 


and well 


American medicine have been 
have found also that these attacks have not cre- 
ated the militant repudiation which T think they 
should have had. We are not organized to meoct 
such a terrific propaganda onslaught because we 
perhaps have not fully realized the impact 
these attacks. 

It is only through you gentlemen that 
rank and file of the Illinois State Medical So- 
ciety can be militantly aroused to participate in 
this battle. And, oh what a chance we have to 
show proponents of the various health schemes 
what a militant, cohesive body can do! 

The average doctor is a tremendous force in 
the thinking of his community. No matter what 
people ten miles away may think of him, his 
patients love him, and are guided by him. What 
will it require to make us take off our coats and 
get into this fight with a uniformity of purpose 
with a cohesion of mind which cannot be stopped ? 

Our opponents have many chances to get at 
us. They can be defeated and come back again 
and again and again. We have only the one 
lose it, I 
erasing the law from the books. 


chance. If we can see no chance of 
“When the thing seems lost, earth holds no 


sorrow more acute.” 

I have tried to tell you of some of the notes 
indelibly written on the cuff of the drip-dry 
shirt. They have been indelibly impressed on m) 


mind also. T shall cherish for the rest of my life 


the opportunity which was given me to head 


this fine body of men dedicated to the better 
ment of humanity. I shall forever remember the 
indelibility of the notes on the drip-dry shirt. 
Will vou? 
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Calcinosis 


Cutis 


Report of a Case 
in a Child 


_E. Dukes, M.D.* ann 


ID. Swarrorp, M.D.** 


Figure 1. Note nodules on thumb, index, and middle fingers of both 
hands of a 12-year-old girl with localized metabolic calcinosis cutis. 


ALCINOSIS Cutis is a descriptive term applied 


C 


skin 


connective tissues. Based on pathogenesis, two 


to the deposition of calcium salts in the 


and in the subcutaneous and _ interstitial 


forms Of calcinosis cutis exist: metastatic and 
metabolic. The former develops as a result of 
hyperealeemia, which may be due to (1) para- 
thyroid neoplasm, (2) vitamin D intoxication, 
(3) chronic renal disease, or (4) bone destruc- 
tive diseases. Metabolic calcinosis results from 
local metabolic derangements and is not associ- 
ated with hypercalcemia. 

Wheeler et al' distinguish two types of met- 
(1) 


(associated with localized injury), and (2) eal- 


abolie calcinosis: dystrophic calcification 
cification secondary to tissue damage produced 


by one of the “collagen diseases,” including 


scleroderma and/or Raynaud’s syndrome, der- 
matomyositis, lupus erythematosus, rheumatoid 
arthritis, acrodermatitis chronica atrophicans, 
and mixed collagen disease. 

Wheeler and his associates contend that me- 


itabolic calcinosis is nearly always secondary to 


*From the Department of Pediatrics, 
**From the Department of Dermatology, Carle Hos- 
pital Clinic, Urbana 
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one of the “collagen diseases” and that the cause 
can almost always be found. Nevertheless, the 
case we report illustrates that the cause may 
remain an enigma, and, in spite of thorough in- 
vestigation, such cases must be labeled as idio- 
pathie. 


Case Report 


This 12 year old patient was first seen in our 
clinic on April 21, 1959. Birth and developmen- 
tal histories were normal, and family history 
was non-contributory. In 1955 she had noticed 
hard, elevated, callous-like lesions on her thumb. 
These had become progressively larger, and she 
had developed similar lesions on her elbows, but- 
tocks, and feet. In 1957 she had been put on a 
low-fat diet, but had not continued it because 
she had lost weight. An attempt to remove the 
lesions with cautery had been unsuccessful. 

She was a well developed, well nourished girl, 
weight 80 pounds, height 57 inches, blood pres- 
sure 116/52. The significant findings were the 
numerous yellowish-white nodules on the tips of 
her right thumb, index, and middle fingers, the 
left thumb, index, and middle fingers. (see 
Fig. 1), left elbow, right buttock, and left foot. 
The veins over her abdomen were moderately 
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Figure 2. Roentgenograms (top) showing calcium deposits in soft tissue of affected fingers of left 
hand, and (below) after surgical removal from tip of middle finger. (AP and oblique views.) 


distended, although her spleen and liver were 
not enlarged. Her heart had an irregular irregu- 
larity. Heart sounds were muffled but no mur- 
mur was heard. Examination revealed a marked 
myopia of the left eye; the fundi were negative. 

Laboratory examinations showed urine with 
a specific gravity of 1.010, reaction alkaline; al- 
bumin, sugar, and bile negative; microscopic 
examination negative. The hemoglobin was 11.9 
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grams, erythrocytes 4,050,000, leucocytes 7,750. 
neutrophiles 62 per cent, lymphocytes 31 per 
cent, monocytes 4 per cent, eosinophiles 2 per 
cent, and basophiles 1 per cent. Blood urea was 
20 mg. per cent; serum calcium 12.1 mg. per 
cent (which we consider within the upper limits 
of normal) or 6 mEq.; phosphorus 3.67 mg. per 
cent; bilirubin 0.1 mg. in one minute, total 
bilirubin 0.8 mg. Blood cholesterol was 170 mg. 
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per cent, alkaline phosphatase 2.93  Bodansky 
uniis. Kline and Kahn tests were negative. 
Bromsulphalein® dye retention for liver func- 


tion showed retention of 1 per cent in 45 min- 
utes. ‘Total lipids were 260 mg. per cent, choles- 
terol 187 mg. per cent, of which 89 per cent was 
cholesterol ester, fatty acids 232 mg. per cent, 
lecithin, 117 mg. per cent, lipid phosphorus 6.8 
mg. per cent, neutral fats were 0.0 mg. per 
cent. Urine creatinine creatine ratio: 58.0 
mg./11.9 mg. (ratio 5 to 1.) The electrocardio- 
gram showed ventricular extrasystoles. 

Calcium deposics in the soft tissue of the distal 
portions of both thumbs, both index fingers, and 
both middle fingers were visible in roentgeno- 
grams. Figure 2 illustrates deposits on the 
left hand in roentgenograms taken before and 
after calcium had been removed from the tip 
of the left middle finger. A punch biopsy of the 
lesion on the right buttock on April 21, 1959, 
showed multiple granulomatous areas with ex- 
tensive calcification in the upper and middle 
corium. On May 9, 1959, the calcium deposits 
were removed surgically from the tip of the left 
middle finger. Results were excellent, although 
the wound required several weeks to heal. If the 
deposits do not recur after several months, we 


plan to remove those from the other fingers. 
Comments 


The findings in either type of calcinosis cutis 
may be similar. However, in metastatic calcinosis 
the organs most commonly involved are the 
lungs, kidneys, and stomach, whereas the skin is 
only rarely affected. In metabolie calcinosis the 
deposits occur, as a rule, in the skin, only occa- 
sionally in muscles and tendons. Depending upon 
the extent of skin involvement, metabolic cal- 
cinosis is sometimes arbitrarily classified as cir- 
cumscribed or universal. The universal type is 
more commonly associated with dermatomyositis, 
and the calcific infiltration is more likely to be 
diffuse. The circumscribed types are in general 
relatively benign. The lesions are hard. subcu- 
taneous nodules of varving size, some of which 
may break down to discharge a chalky material 


e 


ntaining gritty particles, and because they may 
suggest gout, give rise to the designation “chalk 
gout.” Nodules are most commonly seen around 
e fingers, elbows, knees, buttocks, and shoul- 
ders, while the trunk, face, and scalp are usually 


ared. 
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Pathogenesis 


Since there are no diagnostic clues other than 
the presence of calcium in the skin, the question 
of etiology leads only to clinical speculation. In 
addition to the collagen diseases, an underlying 
xanthomatosis has been considered as the etiol- 
ogy in idiopathic cases. Sutton? regards meta- 
holie calcinosis as being closely related to xan- 
thoma, because if the xanthoma lesions under- 
went calcification, the picture would be that of 
calcinosis. Without histologic confirmation, how- 
ever, it would not be possible to prove such an 
association. 

Among the collagen diseases, the calcification 
seen in scleroderma most closely resembles that 
described in most cases of idiopathic calcinosis 
cutis. Muller et al® recently reviewed the records 
of 381 Mayo Clinic patients with scleroderma of 
all types, seen from 1952 through 1956. Al- 
though there is no suggestion of scleroderma in 
idiopathic calcinosis cutis, the conditions share 
certain features. Muller’s observations concern- 
ing calcinosis in the scleroderma patients also 
hold true for most cases of idiopathic calcinosis 
cutis: (1) no evidence of parathyroid disease, 
(2) predominance in females, (3) predilection 
for the upper extremities, particularly the hands. 
(4) calcinosis universalis rarely a sequela, and 
(5) relatively good prognosis. In all of the pa- 
tients studied by Muller and associates, calcifi- 
cation developed after the onset of the sclero- 
derma. It is impossible to predict whether or not 
a child with idiopathic calcinosis cutis is pre- 
disposed to develop scleroderma and/or Ray- 
naud’s syndrome, or some other collagen disease 
However, it is evident that a life-time follow-up 
of such cases might provide valuble insight into 
the problem. 

Local metabolic disturbance leading to calcifi- 
cation may result from the preferential binding 
of calcium ions by chondroitin sulfate, which re- 
cent studies show may act as a cationic exchange 
resin. *° 
Treatment 

Many different forms of systemic treatment 
for removal of calcium deposits have been advo- 
cated, apparently with little success. There ap- 
pears to be greater promise in the new chelating 
agent, ethylenediaminetetraacetic acid (EDT- 
A). However, its use is by no means without 
hazard, which may preclude its use in the more 
benign type of calcinosis cutis without associated 
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collagen disease, if the condition is asymptomatic 
and not disabling, especially in ¢hildren. 

Davis and Moe’ recently reported a case of 
severe and incapacitating calcinosis universalis 
of unknown etiology in a 12 year old female 
treated with Calcium Disodium Versenate® (K- 
DTA). Dramatic results were obtained with no 
evidence of serious side effects, such as damage 
to the renal tubules or hypocalcemic tetany. ‘They 
noted that the increased urinary excretion of cal- 
cium alone would not account for the remarkable 
degree of soft tissue decalcification. There is no 
doubt that use of a chelating agent is fully 
justified in cases exhibiting an extreme degree 
of calcification. Surgical removal may be resorted 
to in less severe cases, if ulceration is present 
or if the lesions interfere with function. 
Summary 

A case of localized metabolic calcinosis cutis 
in a 12 year old white female is presented. Dif- 
ferentiation of the various types of calcinosis 
cutis is discussed, and the importance of ruling 
out underlying collagen disease in metabolic cal- 


Successful psoriasis therapy 


Whereas prednisone was of little value in 
psoriasis, triamcinolone often proved to be a 
valuable weapon in this recalcitrant disease. Our 
results in this study showed that approximately 
30 per cent had a favorable response. Clearing 
of lesions, with less erythema and scaling, was 
usually apparent within five to seven days. The 
average daily maintenance dosage in this cate- 
gory was 8 mg. Interestingly enough, several 
cases failed to respond upon resumption of the 
drug after a relapse following cessation of ther- 
apy. One of our cases, a 43-year-old white male, 
was initially completely refractory to triamcino- 
lone, but upon resumption two months later 
showed unquestionable benefit. Selection of 
psoriatic patients was restricted to severe chronic 
and rapidly spreading acute forms of the disease. 
A. J. Edelstein, M.D. Triamcinolone in Derma- 
tology. Pennsylvania M.J. December 1959. 
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cinosis cutis is stressed. However, thoroug! in- 
vestigation has revealed no evidence of associ ited 
collagen disease in the case presented. This ‘act 
indicates the desirability of prolonged follo up 
of such patients in whom no etiological mec .an- 
ism is apparent. 
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Favorable Response of Calci 


The highroad to atheroma 


From all the evidence, it would appear that 
there are three major factors in the initiation 
and progression of coronary atheromatosis in 
young adults; namely, heredity, a high-fat diet, 
and emotional strain. Without exception, one or 
more of these factors were present in every pa- 
tient in our coronary group, whereas none of 
these influences were observed in 24 per cent of 
the control subjects. At least two of the major 
factors were evident in 95 per cent of the coro- 
nary patients as compared with only 12 per cent 
of the control subjects. Emotional stress, usually 
associated with job responsibility, however, ap- 
peared far more significant in the etiologic pic- 
ture of coronary disease in young adults than 
heredity, the quantity of fat ingested, tobacco, 
obesity, or exercise. Burton L. Zohman, M.D. 
Emotional Stress and Coronary Heart Disease. 
Psychosomatics, January-February 1960. 
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The Treatment of the 


JosevH B. Kirsner, M.D.+ Chicago 


WENTY YEARS ago a pharmacist with a de- 
pression and numerous complaints was dis- 
missed by a psychiatric consultant as “untreat- 
able.” Since the symptoms were chiefly digestive, 
the patient sought medical attention in the gas- 
trointestinal clinic. Many studies were normal. 
Therapy consisted of sedatives and antispasmod- 
ics and frequent visits with discussion of symp- 
toms and the patient. For a long while there ap- 
peared to be no change, and the opinion of the 
psychiatrist seemed correct. Then the patient be- 
gan to improve, almost imperceptibly at first, 
later more obviously. The visits became less fre- 
quent, and in time they ceased. The patient’s 
symptoms had subsided; in addition, he had 
achieved recognition in his community as a use- 
ful citizen, Had he truly been untreatable? Or 
had he been difficult to treat ? 
Approximately fifteen vears ago a patient with 
a history of alcoholism, malnutrition, and cir- 
rhosis of the liver was hospitalized with ascites 
and thrombophlebitis of the veins in the ab- 
dominal wall. X-rays revealed not only esophageal 
varices but also a linitis plastica carcinoma of 
the stomach. When he lapsed into a confused 
state, the situation appeared hopeless indeed. It 
seemed only humane to grant the patient’s plea 
for merely orange juice and coffee, 'To everyone’s 
amazement, instead of deteriorating, he improved 
without 
hiotics, or other modern therapeutic agents. The 
thrombophlebitis and the ascites diminished, and 
the patient returned home. We then learned that 
he had swallowed lye during childhood; the 
caustic undoubtedly had produced the gastric de- 
formity simulating neoplasm. The patient sur- 


parenteral fluids, vitamins, anti- 


vived for a considerable time, and occasionally 
revisited the clinic to demonstrate his viability. 


Oration in Medicine, presented at the Illinois State Medi- 
Society Annual Meeting, Chicago, May 25, 1960, 
Department of Medicine University of Chicago 
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‘‘Untreatable”’ Patient” 


The glory of our profession is that we are interested not only in mankind, but in man.”—T. 


















C. Albutt 





The hepatic disease eventually became “untreat- 
able,’ and he died of cirrhosis; but had he been 
untreatable initially ? 

The word “untreatable” actually does not ap- 
pear in Webster’s dictionary; but Medicine al- 
ways has recognized the obvious truth of Hip- 
pocrates’ remark “. . . for it is impossible to 
make all the sick well . . .” Medicine also has 
made tremendous progress in reducing the ranks 
of the untreatable. Antibiotics, chemotherapeutic 
agents, hormones, isotopes, better understanding 
of body chemistry and nutrition, vaccines, anes- 
thesia and remarkable surgical skills are some of 
the therapeutic achievements of the twentieth 
century. Many problems, of course, remain, such 
as the degenerative, neoplastic and metabolic dis- 
; and numerous illnesses of uncertain 
nosology, but, nevertheless, devastating effects. 
Perhaps, like the discovery of liver extract for 
pernicious anemia, insulin for diabetes, and vac- 
cines for poliomyelitis, these problems also will 
vield to the intensive research now in progress. 

The label “untreatability,” therefore, is both 
absolute and arbitrary. Often it seems to be a 
relative term reflecting such factors as the coop- 
eration of the patient or the limited knowledge 
of the physician rather than the illness itself. In 
an immediate sense, untreatability reflects the 
lack of a readily available solution. In a more 
ultimate connotation, untreatability is a function 
of time, awaiting the appropriate discovery, sci- 
entific revelation, or intuitive curative therapy. 
Untreatability is not always a product of sci- 
entific fact or diagnostic machine. Many gaps re- 
main in our knowledge of medicine and in our 
understanding of man. Not infrequently the 
courageous patient, the dedicated physician, or 


Cases 


the devoted nurse provides the vital spark, trans- 
forming an apparently hopeless situation into 
one of renewed health. Hope, faith, and persist- 
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ent therapeutic effort have salvaged many more 
sick people than we are accustomed to realize in 
this age of science. 

This paper does not attempt to deal with all 
aspects of the “untreatable” patient, such prob- 
lems as the hopelessly crippled, the pathetically 
retarded, or the economic and sociological im- 
pacts of the chronically ill upon our society. The 
patients comprising this series have been selected 
from recent clinical experience ; some have kindly 
heen suggested by colleagues. They are perhaps 
illustrative of certain accomplishments, but cer- 
tainly not all; for the therapeutic dimensions of 
the “untreatable patient” probably have no ab- 
solute limitations. 

Carcinoma 

The following four cases illustrate the remark- 
able control of previously untreatable cancer now 
occasionally possible with surgical or medical 
hormonal treatment. 

Case 1. CARCINOMA OF THE PROSTATE WITH 
Merastases. A.J., aged 77, in 1939 underwent 
bilateral orchiectomy and vasotomy for carci- 
noma of the prostate with extensive osteolvtic 
and osteoplastic metastases to the pelvis and fe- 
mur. In 1940 a suprapubic prostatectomy was 
performed. Stilbesterol was prescribed daily. The 
original back pain subsided and the patient’s 
health improved. From 1943 to 1953 there were 
practically no symptoms. X-rays in 1944 sug- 
gested a decrease in the metastatic lesions. In 
1951 the roentgen appearance of the pelvis was 
unchanged. The patient finally succumbed to 
further extension of the carcinomatous metas- 
tases in 1953, at the age of 91. 

Comment: The relatively simple procedure of 
orchiectomy and estrogens enabled this patient 
to live comfortably for 14 years. While no 
longer rare, control of metastatic cancer, even 
temporarily, remains a dramatic accomplish- 
ment, and holds promise of more complete 
control of cancer in the future. 

CasE 2. TEN-YEAR CONTROL OF SKELETAL 
Merastases (Ca Breast). L.M.G., a 56 vear 
old white housewife and lawver, first noted a 
lump in one breast in 1935; the biopsy was in- 
terpreted as benign. Between 1935 and 1949 
numerous examinations indicated benign nodules 
in both breasts. In 1949 x-rays, taken because of 


low back pain, revealed carcinomatous metastases 


throughout the pelvis and in the skull. The pri- 
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mary tumor was an extensive carcinoma o 
breast. X-ray therapy (609 r) was direct 
each ovary, and large amounts of  testost 
were prescribed. Additional osseous metas 
were observed in 1950, X-ray therapy now 
directed to the cervical and thoracic spine 
left hip. Between 1950 and 1953 metastases 
peared to regress partially, and bone pain di 
ished. Between 1953 and 1959 the patient 
free of symptoms, but in January, pain recu 
in the left hip, and in June a pathological | 
ture involved the left clavicle. There were e) 
sive metastases to bones, and a left pl 
effusion had developed. Halotesten®, 20 
daily, was administered orally. In Decen 
1959, because of numbness of the face, ascri 
to neoplastic involvement of the fifth cra 
nerve, roentgen irradiation was directed loc: 
and methylprednisolone also was prescribed. Pa 
in both hips moderately incapacitated the 
tient. In March 1960 x-rays disclosed increasing 
metastases to the skull, spine, pelvis, and long 
hones. Adrenalectomy and hypophysectomy were 
under consideration as additional treatment. 
Meanwhile, steroids and androgens are being 
continued, and an additional 2000 r have been 
directed to the region of the left ischium. 
Comment: This case illustrates the beneficial 
effects, albeit temporary, of androgens in a 
woman with metastasizing cancer of 
breast. This remarkable lady’s determination 
to maintain an active life has been inspiring. 
Until recently, she had continued successfull\ 
three careers: housewife, mother, and lawyer. 
Casé 3. SEVERE ASTHMA, STENOSING Duopr- 
NAL Uncer, Breast CarcINoMA WITH METAs- 
TASES. F.F., a 49 vear old single woman, had a 
past history of x-ray irradiation to the thyroid at 
age 16, recurrent bronchitis with asthma, and 
peptic ulcer. In November 1955 she’ entered 
Billings Hospital for treatment of the duodenal 
ulcer and sinusitis. She was poorly nourished and 
in respiratory difficulty. Therapy with bronchodi- 
lators and expectorants was helpful. A bilateral 
mastectomy was performed for fibrocystie dis- 
ease. The respiratory and digestive symptoms 
and a neurodermatitis were related by a psvchia- 
trist to an emotional disturbance including a 
passive-ageressive personality. Supportive care 
and psychotherapy were effective temporarily, 
hut hospitalization was required in May 1956 for 
recurrent respiratory difficulty that required 
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ster ids and other measures. In 1957 ulcer symp- 
tous increased and in May carcinoma of the 
bresst necessitated right radical mastectomy. By 
January 1958 the stenosing duodenal ulcer had 
pro iuced severe gastric retention. However, ulcer 
pai and the obstruction sudsided after pro- 
longed hospital treatment with gastric suction 
and fluids parenterally. Because of a palpable 
mass in the upper abdomen, obstruction by tumor 
metastases also seemed likely. The outlook ap- 
peared very grave indeed, though the patient was 
never informed of this possibility. In March 
1958 extremely severe respiratory difficulty 
again necessitated intensive treatment in the hos- 
pital, including prednisone. Ulcer distress in- 
creased, and in January 1959 an abdominal 
vagotomy and gastroenterostomy were per- 
formed. Many tumor nodules were present in the 
liver: microscopically these lesions appeared 
more sclerotic than the original breast carcinoma. 
A bilateral oophorectomy also was performed. 
After a long convalescence, the patient, instead 
of deteriorating as expected, proceeded to im- 
prove. Large amount of steroids now effectively 
controlled the asthma. She gained weight, her 
respiratory and gastrointestinal symptoms di- 
minished, and by the end of 1959, she was suf- 
ficiently well to resume employment. In 1960 
the patient is active and reasonably happy. 
Comment: The combination of an obstructing 
duodenal ulcer, bronchial asthma with severe 
respiratory difficulty, and serious emotional 
difficulties might have overwhelmed a lesser 
person. The cancer of the breast with hepatic 
metastases should have been the final blow. 
Instead, successful surgical management of 
the uleer permitted larger, more effective 
amounts of steroids to control the respiratory 
difficulty. Oophorectomy then inhibited pro- 
gression of the carcinoma, at least temporarily. 
These individual therapeutic triumphs facili- 
tated restoration of sufficient emotional 
stability, permitting return of this hitherto 
“untreatable” patient to an active life. 


Case 4. ULCERATIVE ConiITIsS — CARCINOMA 
WITH PERFORATION AND METASTASES. K.F., a 36 
vear old male, developed ulcerative colitis in 
1942, He responded to standard therapy, includ- 
ing bland diet, sedatives, sulfonamides, and_ vi- 
tamins. In 1949 symptoms increased after a 
period of physical and emotional tension. By 
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April 1959 he had lost 30 pounds in weight and 
developed severe anemia; a large mass was pal- 
pated in the right lower abdominal quadrant. 
X-rays demonstrated a tumor in the ascending 
colon. At operation, a large carcinoma had per- 
forated and was draining into the duodenum ; 
the neoplasm extended through the wall of the 
colon. Metastases were demonstrated in two of 
nine mesenteric lymph nodes and in the wall of 
the abscess adjacent to the colonic-duodenal 
fistula. Postoperatively, considerable blood and 
plasma were required. The patient improved and 
eventually regained his normal weight. The 
course, subsequently, included a temporary iritis 
of the left eye, occasional joint pain, and mild 
svmptoms of ulcerative colitis after physical 
fatigue or nervous tention. In June 1959 the 
hemoglobin was 13.1 Gm. In 1960 the patient 
is living a relatively normal life. 
Comment: Carcinoma of the colon is more 
frequent in patients with ulcerative colitis 
than in the general population, and the neo- 
plasm is more malignant than ordinary col- 
onic cancer. By such evidence, this patient 
with metastases in lymph nodes and in the 
colonic-duodenal fistula should have — suc- 
cumbed long ago. Yet he survives 10 years 
after operation and is apparently in good 
health. This case, though not rare, does not 
represent the usual outcome. There is no sat- 
isfactory explanation for the patient’s surviv- 
al; but the extraordinary course emphasizes 
how much is vet to be learned of the biology 


of cancer. 


Hepatic Insufficiency, Coma 

The following two patients indicate the haz- 
ards of prognostication, even in the obvious, 
critical situation of hepatic insufficiency and 


coma. Their recovery, in absence of such thera- 


peutic agents as neomycin, arginine, and adrenal 


steroids, also is noteworthy. 


Case 5. Uncer, CIRRHOSIS WITH VARICES, 
Hepatic Coma, Hemorrwaces. L.K., a 74 year 
old male, had had a gastric ulcer in 1946 and 
in 1951 developed jaundice. A diagnosis of cir- 
rhosis of the liver was made clinically and con- 
firmed by liver biopsy. Hepatie function tests 
were compatible with cirrhosis: bromsulphalein 
retention was 22 per cent. In October 1952 the 


patient returned because of gastrointestinal 
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bleeding from esophageal and gastric varices, 
and ascites. He soon became irrational and 
lapsed into a semi-comatose state. The electro- 
encephalogram demonstrated small abnormal 
waves, though not the characteristic delta waves. 
Antacid therapy and fluids intravenously, in- 
cluding large amounts of glucose, were helpful. 
The patient improved surprisingly and returned 
home after 31 days. In February 1953 he under- 
went surgery for a possible thrombosis of the 
splenic vein. No splenic vein could be identified, 
and splenectomy and ligation of the left gastric 
artery were performed. The patient then was 
quite well for nearly five years. He was re-hos- 
pitalized in 1958 and 1959 for mild upper gas- 
treintestinal bleeding that responded to medical 
management. X-rays suggested a decrease in 
the size of the gastric and esophageal varices. 
In March 1960 the patient appeared well elin- 
ically, though the liver remained large and 
nodular, and bromsulphalein retention approxi- 
mated 44 per cent. Therapy consists of bland 
diet and antacids between meals. 

Comment: Though this patient with obvious 

hepatic insufficiency was not in severe coma, 

his recovery, nevertheless, seems remarkable. 

Of interest also is the apparent decrease in 

the size of the esophageal varices roentgeno- 

logically. Thus far, he has not experienced 
recurrent gastrointestinal bleeding. His activ- 
itv at the age 74 seems unimpaired. 

Case 6, CIRRHOSIS OF THE LIVER, ASCITES, 
Heratic Coma. G.O., a 62 year old lady bar- 
tender, had taken large amounts of alcoholic 
beverages and erratic quantities of food since 
1935. In January 1945 she became ill with jaun- 
dice, nausea and vomiting, and a weight loss of 
50 pounds. Persistence of the jaundice and de- 
velopment of ascites led to a diagnosis of portal 
cirrhosis of the liver. Between January and 
October 1946, she underwent approximately 15 
abdominal paracenteses in unsuccessful efforts 
to control the ascites. She entered Billings Hos- 
pital in October 1946. The removal of approxi- 
mately 12 liters of fluid by paracentesis was 
followed by the development of a tremor and 
confusion progressing to coma. The clinical sit- 
uation deteriorated steadily, and all hope was 
abandoned. However. the hospital staff main- 
tained therapy with plasma, blood, vitamins, 
glucose, choline and diuretics, The patient began 
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to improve and then made a remarkable r 
ery, manifested by gradual subsidence of j 
dice, ascites and edema. Hepatic function 
proved; the cephalin and thymol floceul: 
tests became negative. Plasma proteins imp 
from 5.4 Gm. per cent total (albumin 2.0 
globulin 3.4) in 1946 to 7.2 Gm. per cent 

(albumin 4.6, globulin 2.6) in 1949. Bro 
phalein retention decreased from a range © 
to 60 per cent in 1946 to 15 percent in 1952. 
patient maintained a diet high in carbohyd: 
and vitamins, moderate in protein, and lo, 
fat; and she apparently avoided the use ot 
cohol. In June 1952 her principal medical 

blems were obesity, diabetes mellitus, and hy 
Nevertheless, she has remained 
satisfactory health, as reported March 1960 


tension. 


Comment: This patient was more critical 


ill than the preceding one, and her recovery 


seems all the more remarkable. Her survival 
15 years later, despite obesity, diabetes mel- 
litus, and hypertension, also is noteworthy. 


Unusual Diseases 

The following three patients had unusual and 
progressive illnesses. In each instance desperate 
therapeutic measures proved successful, though 
the nature of the disorder remained obscure. 
“Defeatism”’” and under treatment are as lam- 
entable as overtreatment, and under certain 
circumstances, a more grievous error. 


Case 7. CarcinoMA Breast, DERMATOMYOs!I- 
Tis —- Dramatic CONTROL AFTER ADRENALEC- 
Tomy. P.G., a 51 vear old housewife, underwent 
a radical mastectomy for carcinoma of the left 
breast in February 1954. X-irradiation was di- 
rected to the chest and axilla (7200 r) and to 
the pelvis (1300 r). Development of pruritic, 
erythematous rash and myalgia heralded onset 
of an extensive dermatomyositis. The 24-hour 
output of creatinine in the urine was greatly 
elevated (29.2 mg.). Other problems included 
hepatomegaly, anemia, hypochloremia, and_hy- 
pernatremia, generalized loss of hair, congestive 
heart failure with pulmonary edema, muscle 
wasting, and contractures of the limbs. ACTH 
and testosterone were not helpful. The patient 
was helplessly bedridden and all therapeutic 
efforts were futile. In Julv 1954 a bilateral ad- 
renalectomy was performed “as a last desperate 
effort.” Cortisone was administered postopera- 
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Rather than succumbing to the over- 
the improved. 


tive 
whe. ming 
Convalescence was complicated by innumerable 


problems, patient 
abscesses at the sites of needle injections and by 
thrombophlebitis. A high-protein diet and physi- 
otherapy decreased the muscle wasting. After 409 
days of continuous hospitalization, the patient 
was discharged on supportive treatment, includ- 
ing prednisone, 50 mg. daily, and testosterone. 
She was at home one year, and became able to 
pertorm light housework. In July 1956 hospi- 
talization was required for an intratrochanteric 
fracture of the left femur and for the manage- 
ment of diabetes mellitus. The hepatomegaly was 
unchanged, and the dermatomyositis had not pro- 
eressed. Because of significant amounts of estro- 
gen in the urine, a bilateral oophorectomy was 
performed in September. The enlarged liver 
did not contain metastases, Therapy subsequently 
included insulin and hydrocortisone. In Novem- 
her 1959 Doca® and ascorbic acid were added to 
the program, X-rays revealed generalized oste- 
oporosis and collapse of the centrum of lumbar 
I. he patient has maintained her remarkably 
favorable response. The appearance of the skin 
has improved tremendously. The principal find- 
ing now is mild weakness of the shoulder and 
girdle muscles. 

Comment: Adrenalectomy probably rescued 
this patient from certain death. The beneficial 
effect remains unexplained, since in a second 
patient with dermatomyositis, adrenalectomy 
was not helpful. 

8. “PSEUDOHEMOPHILIA” UNcoN- 
HEMORRHAGE - 
RESEC- 


Case 
TROLLABLE GASTROINTESTINAL 
DESPERATE BUT SUCCESSFUL 
rion. L.T., a 47 year old woman, had manifested 


GASTRIC 


a tendency to abnormal bleeding throughout her 
life, especially at the menses, postpartum, fol- 
lowing cuts and after dental extractions. In 1930 
the spleen was found to be enlarged. Bleeding 
time was prolonged ; clotting time and platelets 
were normal. Between 1930 and 1939 numerous 
hospitalizations were required for blood trans- 
fusions. The diagnosis of ‘‘pseudohemophilia” 
was considered in 1951 and 1953. In 1954 studies 
were considered compatible with van Wille- 
hrand’s hereditary hemorrhagic desease. The pa- 
ternal grandfather, a brother, and a niece had 
had bleeding tendencies. One sister had died at 
three months of age and another at 24 years of 
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age from excessive hemorrhage. In 1954 a mas- 
sive hemorrhage from the upper digestive tract 
subsided during antacid therapy. In. November 
1956 massive gastrointestinal hemorrhage was 
of such magnitude as to require 9,000 cc. of 
blood to maintain blood volume, at least tempo- 
rarily. The hemorrhage continued, and, despite 
the hazardous bleeding tendency, operation was 
undertaken in a desperate effort to locate and 
perhaps remove the source of hemorrhage. A 
subtotal gastrectomy was performed ; hemorrhag- 
i¢ gastritis was demonstrated histologically. To 
everyone’s amazement, the patient recovered. 
However, in February 1957 she developed serum 
hepatitis, a left subphrenie abscess, and an ab- 
scess in the lower lobe of the left lung. This 
second critical situation was treated with large 
amounts of penicillin, streptomycin, and Achro- 
mycin®, again with a striking and unexpected 
respones. Between 1957 and 1959 the patient 
improved steadily. In November 1959 the red 
blood cell count and hemoglobin were normal. 
Although the underlying hematologic defect 
probably is unchanged, there has been no further 
bleeding. 

Comment: This patient with a life-long un- 

usual bleeding tendency survived two critical 

illnesses (a) exsanguinating gastric hemor- 
rhage necessitating subtotal gastrectomy under 
desperate circumstances; and (b) the sub- 
phrenic and pulmonary abscesses responding 
to very large quantities of antibiotics. The 
“spontaneous” subsidence of the bleeding 
tendency remains an intriguing mystery. This 
case illustrates the occasional striking success 
of intensive and persistent therapy, even 
though the nature of the problem remains 
obscure. Such efforts would not appear justi- 
fiable in the transient restoration of the 
hopelessly diseased; but they are obviously 
worthwhile when they permit the return of 
the patient to an effective and useful life. 


Case 9. UNEXPLAINED, UNRESPONSIVE, PRO- 
LONGED FEBRILE ILLNEss. D.J., a 60 year old 
Mexican laborer, had a past history of malaria 
and syphilis. In July 1959 he became ill with 
fever, chills, slight cough, and back pain. The 
leukocyte count and many laboratory tests were 
negative. The temperature continued at approxi- 
mately 105°F., despite treatment with large 
amounts of penicillin, streptomycin, erythromy- 
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cin, Chloromyeetin®, vancomycin, and sulfon- 
amides. The course was complicated by massive 
hematemesis requiring four blood transfusions. 
He was admitted to Billings Hospital in Septem- 
ber 1959. The principal physical findings were 
stupor, a Corrigan-type pulse, and pulmonary 
findings of pneumonia of the right lung. The 
leukocyte count ranged from 11,300 to 14,400. 
The hemoglobin was 9.7 Gm. and the red cell 
count 2.5 million. The blood sugar was elevated 
and reducing substances were present in the 
urine. The feces initially yielded strongly posi- 
tive reactions for occult blood and later became 
negative. The serum albumin was reduced; the 
serum electrolytes were normal; and tests of 
hepatic function were normal. X-rays of the 
chest indicated pneumonia. A lumbar puncture 
was normal; the colloidal gold curve was 2433- 
210000. 

The many diagnostic possibilities included 
meningo-vascular syphilis, syphilitic aortic in- 
sufficiency with subacute bacterial endocarditis, 
pneumonia, subdiaphragmatie abscess, respira- 
tory or gastrointestinal neoplasm, blood dys- 
crasia, and various infectious diseases. The large 
number of bacteriological studies included blood 
cultures, cultures of spinal fluid, urine, feces, 
bone marrow, and sputum. Specific tests were 
made for malaria, brucellosis, tularemia, toxo- 
plasmosis, leptospirosis, tvphoid fever and in- 
fectious mononucleosis. Aerobic and anaerobic 
techniques and other diagnostic methods were 
utilized, with negative results. Multiple consult- 
ants were unable to clarify the cause of the 
persistent fever. The temperature appeared to 
decrease after the addition of Furadantin®, pre- 
scribed for mild urinary infection. The temper- 
ature again rose, and the patient’s condition 
deteriorated steadily. Abdominal exploration was 
planned to locate a possible intra-abdominal 
abscess or neoplasm. Then, because of the pres- 
ence of monilia in the sputum, Mysteclin® was 
added on the eighteenth hospital day; there was 
no significant change. However, when the dosage 
of Mysteclin was tripled, the temperature de- 
creased and gradually returned to normal. The 
patient was discharged on the 45th hospital day, 
after 17 days of normal temperature. He remains 
well at present. 

Comment: The cause of this febrile illness 

remains obscure. Recovery seems related, at 

least chronologically, to the administration of 
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an antifungal antibiotic (tetracycline and 
costatin®). This suecessful intuitive the 
obviated a hazardous and possibly fatal « 
ation. 


Erroneous Diagnoses of Cancer 


The following two summaries illustrate he 
familiar problem of misinterpretation of | 
ical, laboratory, or roentgen findings. Cli: 
evidence for “untreatability” because of ca 
seemed conclusive in both instances; vet the 
tial diagnosis proved incorrect and the pati 
survive. 

Case 14. BuLLous PemMpHicus, “Ca” 
D.M.H., a 74 year old male, developed clcar 
soft bullae over the body, including the pa 
and soles in January 1958, following a res) 
tory illness. Microscopic examination indica 
pemphigus. Adrenal steroids, initially meth, 
prednisolone 60 mg. daily, retarded the for: 
tion of new blisters; a minimal effective dosag 
of 16 mg. per day was established. The patient 
developed severe “steroid diabetes” necessitating 
insulin. In November 1958, ACTH gel was 
administered intramuscularly, 80 units daily. [e- 
cause of a steroid psychosis, the corticotropin 
was discontinued and prednisone was substi- 
tuted. An abscess at the site of a previous 
herniorrhaphy responded to Albamycin®. In Jan- 
uary 1959 he developed a cough. X-rays dem- 
onstrated extensive pulmonary lesions, inter- 
preted by two physicians individually as meta- 
static bronchogenic carcinoma with cavitation. 
This diagnosis was noteworthy in that carcinoma 


of the lung is not unusual in patients with bul- 


lous pemphigus. 

The patient’s family was advised of the hope- 
less situation, and he was “given up for dead.” 
However, he was far from that. The cough 
subsided, and the appetite improved. In March 
1959 x-rays of the chest reportedly were im- 
proved. In June 1959, x-rays demonstrated a 
rather large thin-walled cavity with surrounding 
parenchymal infiltrate in the right upper lobe, 
“almost certainly active tuberculosis.” The pa- 
tient remained well, however. Medication con- 
sisted of ACTH, 10 units every second day, 
15 mg. prednisone and 15 units of insulin per 
day. The pemphigus is controlled completely. 
In 1960, the patient, at the age 76, is active 
and amazingly well. The pulmonary lesion seems 
to be localized emphysematous blebs. 


Illinois Medical Journal 





Ci 
WITH 
Ad. 
veloy 
the | 
ot gi 
erat 
the ] 
pain 
med! 
tebrz 
creas 

Hi 
Chic 
intré 
cont 
and 
yom 
pear 
of | 
poss 
care 
still 
pair 
larg 
prog 
and 
nig] 
freq 
pati 
com 
int 
‘I 
the 
neo 
was 
abs 
den 
care 
in . 
vag 
eva 
tric 


ave 
ient 
ting 
Was 
Be- 
pin 
sti- 
lOUS 
‘an- 
em- 


ter- 


Case 11. “CARCINOMA” OF THE PANCREAS: 
with’ INTRACTABLE PAIN DUODENAL ULCER. 
A.J.. a 62 year old photoengraver, in 1940 de- 
veloped severe pain in the epigastrium and in 
the back, with nausea and vomiting. A diagnosis 
of gallbladder disease was made elsewhere, Op- 
eration demonstrated inoperable carcinoma of 
the pancreas, and the abdomen was closed. The 
pain increased and did not respond to numerous 
medications, including opiates, nor to paraver- 
tebral nerve blocks. The patient’s appetite de- 
creased and he lost much weight. 

He then was referred to the University of 
Chicago for possible chordotomy to relieve the 
intractable pain. On the surgical service, the pain 
continued despite many drugs, including codeine 
and morphine, and was accompanied by severe 
vomiting. The observation of clear, watery-ap- 
pearing emesis fluid containing large amounts 
of hydrochloric acid, directed attention to a 
possible ulcer, perhaps in association with the 
carcinoma of the pancreas. The intragastric in- 
stillation of hydrochloric acid reproduced the 
pain and vomiting, and x-rays demonstrated a 
large duodenal ulcer crater. The usual antacid 
program did not relieve the pain completely, 
and 4 Gm. calcium carbonate hourly day and 
night, large amounts of atropine sulphate, and 
frequent gastric aspirations were required. The 
patient improved, and the course appeared more 
compatible with a duodenal ulcer penetrating 
into the pancreas and causing pancreatitis. 

The surgeon presumably had misinterpreted 
the inflammatory thickening of the pancreas as 
neoplasm. In August 1941 an appendectomy 


was performed for acute appendicitis, and the 


absence of carcinoma was confirmed. The duo- 
denal ulcer recurred in 1943, requiring more 
careful medical treatment. Another recurrence 
in April 1944 was treated by supradiaphragmatic 
vagotomy; the output of acid decreased consid- 
erably. Because of duodenal narrowing and gas- 
tric retention, a gastroenterostomy was per- 
formed in June 1944. The patient recovered 
uneventfully, and, when last contacted in 1958, 
indicated that he had been in good health. 
Comment: The relentless epigastric and back 
pain, anorexia, weight loss, and the mass in 
the pancreas at operation appeared to amply 
justify the diagnosis of pancreatic carcinoma. 
However, careful clinical observation demon- 
strated a penetrating duodenal ulcer, obviating 
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an unjustified neurosurgical procedure, and 
ultimately indicating effective control of the 
ulcer. 


Surgical Problems 


The following two cases illustrate the favorable 
course of apparently untreatable, yet actually 
operable surgical cases. 


Case 12. CHOLECYSTECTOMY, Bite Ducr In- 
JURY, RECURRENT CHOLANGITIS — MULTIPLE 
UNSUCCESSFUL OPERATIONS. T.P., a 51 year 
old housewife, in 1948 underwent a cholecystec- 
tomy, complicated by injury to the common bile 
duct and bile peritonitis. Numerous operations 
were performed to correct the bile duct obstruc- 
tion, including reconstruction of the duct and 
hepatico - jejunostomy, with Rous - Y - Puestow 
modifications. From 1951 to 1955 the patient 
seemed well. She then developed cholangitis with 
jaundice, and between 1955 and 1958 experi- 
enced multiple episodes, not controlled adequate- 
ly by sulfonamides and Achromycin®, among 
other measures. 

The patient was jaundiced; the liver was en- 
larged; the serum alkaline phosphatase, biliru- 
bin, and cholesterol were increased. The 24-hour 
urine urobilinogen exceeded 13 mg. (upper limit 
of normal 3 mg.). Bromsulfalein retention ap- 
proximated 58 per cent. In February 1958 
abdominal drainage of an abscess in the right 
flank yielded hemolytic E. coli, Proteus, and 
alpha streptococci. In June 1958 another oper- 
ative effort was undertaken to resolve the seem- 
ingly hopeless progression of the biliary ob- 
struction. Multiple calculi were removed from 
the stenosed common duct, caused by stricture 
of the previously established choledocho-jeju- 
nostomy. The stricture was dilated, a Rous-Y 
conduit was reestablished and the T-tube was 
inserted into the common duct. The patient’s 
recovery was rapid and striking. Biochemical 
improvement included a decrease in the serum 
bilirubin, alkaline phosphatase, and the bromsul- 
falein retention, and a return of the plasma 
proteins to normal. 

In April 1960 the patient experienced a mild 
pain in the right upper quadrant with slight 
fever, but no jaundice. Symptoms responded 
promptly to Achromycin; and the patient again 
seems well. 

Comment: Injury to the common bile duct 

at cholecystectomy is a dreaded, often irrepa- 
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rable, complication. The failure of previous 
operations by competent surgeons emphasized 
the magnitude of the problem. Yet the recur- 
rent, progressive cholangitis justified another, 
albeit desperate, surgical effort, in this case 
with gratifying results. The surgical recon- 
struction seems to have been effective. 
Urerus, Rapium 
BoweEL, BLapper, UTER- 


Case 13. CARCINOMA OF 
INJURIES: RESECTION 
us, Vagina. V.R., a 52 year old woman, was 
treated with radium in April 1956 for 
cinoma of the cervix. In January 1957 she re- 


car- 


ceived additional radium locally and also deep 
x-ray therapy to the pelvis. Bloody diarrhea in 
April 1957 indicated the development of radia- 
tion proctitis. Other problems were pelvic and 
intraabdominal abscesses and partial obstruction 
of the small bowel by adhesions. The abscesses 
were drained, and portions of the rectum and 
rectosigmoid area were resected. In October 1957 
a vesico-vaginal fistula and hydronephrosis de- 
195%, 


radiation damage and extension of the uterine 


veloped. In December because of the 


neoplasm, extensive surgery was undertaken: 
total hysterectomy, combined abdomino-perineal 
resection, resection of the vagina and the urinary 
bladder, sigmoid colostomy and establishment of 
a urinary ilial conduit and reconstruction of 
a small vagina, antibiotic controlled drainage 
from a perineal sinus. A diet high in proteins, 
calories, and vitamins facilitated recovery, and 
the patient gained in weight from 118 to 160 
pounds. Indeed, her improvement was so pro- 
nounced that approximately two years later she 
married and reported satisfactory sexual re- 
lations. At present, she is well generally, but she 
has required isotopic treatment of a localized 
recurrence of cancer. 
Comment: This case emphasizes the impor- 
tance of well-directed radical cancer surgery. 
In this instance, untreatability reflected one 
surgeon’s inability to deal with extensive can- 
cer; but, in the hands of a more experienced 
surgeon, the situation actually was treatable. 
Though the patient is undergoing local treat- 
ment, her rehabilitation and subsequent mar- 
riage is a striking accomplishment. 


Successful Avoidance of Surgery 


In the next two cases surgical intervention 
seemed imminent and justified, yet proved un- 
necessary. 
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Case 14. Duopenat ULCER WITH OBs’ kvc- 
TION. A. C., a 77 year old man, developed leer 
symptoms in 1932. In 19385 the ucler had pro- 
duced severe obstruction and gastric rete: tion, 
Large amounts of food and fluid were aspi ated 
from the stomach daily, despite a limited i) take 
of food, and antacid therapy. An operatiot was 
strongly advised. The patient refused, how ver, 
preferring to continue medical management with 
daily gastric aspirations at home. Ulcer pait: was 
relieved, but the retention persisted, with aspi- 
rates ranging in volume from 4 to 16 ounces up 
to one quart. The patient continued daily gastric 
aspirations until 1938. These were resumed jeri- 
odically in 1940, 1947, 1948, and 1949, as he ex- 
perienced fullness and gastric distention. Re- 
peated x-rays demonstrated decreasing obstrue- 
tion, but continued stenosis of the duodenal bulb, 
In 1947 the channel through the duodenum 
appeared more patent. Mild ulcer symptoms in 
1947 and slight gastrointestinal bleeding in 1949 
responded promptly to renewed antacid therapy. 
The patient discontinued all medication in 1952, 
reporting, “I learned to take it easy.” Except for 
moderately severe but uncomplicated hyperien- 
sion, he remains well and active. X-rays in March 
1960 demonstrated the usual ulcer deformity of 
the duodenal bulb without obstruction or severe 
stenosis, 
Comment: The label of “untreatability” is ap- 
plied often in ulcer therapy because of a com- 
mon tendency to casual, incomplete treatment. 
In this case the judgment of the patient was 
hazardous, in view of the conclusive evidence 
of obstruction. Yet prolonged, careful ulcer 
management and time accomplished a rather 
Undoubtedly 
many patients operated on for peptic ulcer 


striking therapeutic triumph. 


would respond to careful, prolonged medical 
management, if they were willing to make the 
effort, as did this individual. 

Case 15. RAbpIATION PRoctTiITIS — COLOSTOMY 
PLANNED BUT CANCELLED — RESPONSE TO AC- 
TH, Sterorps: — M. S., a 60 year old Negro 
housewife, in November 1953 underwent radium 


therapy for carcinoma of the uterus. In April 
1954 additional x-ray was administered, 3,200 r 
to each parametrial area and 1,500 r to the per- 
ineum. A complete hysterectomy and_ bilateral 
salpingo-oophorectomy were performed in Au- 
gust 1954, Urinary distress and rectal bleeding 
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led, i March 1955, to diagnoses of radiation 
evstitix and proctitis. In April 1955 rectal bleed- 
ing Was so pronounced that the hemoglobin de- 
ereased to 5 Gm, per cent; 3,000 ce. of blood were 


d to raise the hemoglobin to 11 Gm. Be- 


requil 

cause of the friable rectal mucosa and a stricture 
at the rectosigmoid level, a colostomy was 
planned. However, as a final medical therapeutic 


effort, ACTH was administered in daily doses of 
120 units. The diarrhea and rectal bleeding sub- 
sided dramatically. Hydrocortisone was substi- 
tuted later, and a daily maintenance dose of 40 
(im. was established. Subsequently, the steroid 
was changed to prednisone, initially 50 mg. per 
day, decreasing to a maintenance level of 15 mg. 

In November 1958, increased diarrhea and oc- 
casional rectal bleeding responded To hospitaliza- 
tion for 10 days, and therapy with a bland diet, 
sedation, and prednisone, Gynecological examina- 
jion indicated no evidence of recurrence. A colon 
y-ray was normal. In April 1959, bowel function 
having been normal, steroids were discontinued. 
At present, the patient has no gastrointestinal 
complaints, though she is troubled with arthritis 
and hypertension. 

Comment: Until of ACTH 

adrenal steroids, radiation proctitis was in- 


the advent and 
deed an almost untreatable problem. Similar 
beneficial results have been obtained in other 
patients with radiation injury of the colon 


and reetum. 


Case 16, Post-G ASTREC- 
tomy Dumping, Matnurrition. — M. J. S., a 
{1 year old woman, experienced ulcer symptoms 
in 1943. In 1949 a severe hematemesis required 
blood transfusions. In 1951 
intestinal bleeding culminated in a subtotal gas- 
trie resection. There has: been no further bleed- 


INCAPACITATING, 


recurrent gastro- 


ing. However, the patient. developed extremely 
severe dumping, with postprandial nausea, pro- 
nounced weakness. and weight loss from 120 to 
9) pounds. She was totally incapacitated and 
forced to remain in bed. In July 1951 she was 
placed on a program of frequent meals, separa- 
tion of liquids from solid foods, and mild seda- 
tion. Symptoms subsided partially and she re- 
turned to work: but the dumping continued. In 
1955 restoration of normal gastrointestinal con- 
tinuity (Billroth 1), eating meals in the recum- 
her: position, and intramuscular administration 
of vitamin B,. produced further improvement. 


r June, 1960 





Between 1955 and 1960, though the patient 
continues to eat usually in the recumbent posi- 
tion, she has maintained a perfect attendance at 
work and has gained weight. She credits a signif- 
icant proportion of her recovery to the continu- 
ing encouragement of her physician. 

Comment: The magnitude of the physiologic 
disturbance induced in some patients by sub- 
total gastrectomy often is not appreciated 
fully. This woman was a total invalid for al- 
most one year and a semi-invalid for several 
vears. While her improvement can be ascribed 
to the Billroth reconstruction, the recumbent 
position at meals, and perhaps to the support 
provided by her physician, the patient deserves 
much credit for her determined efforts to re- 


sume an active life. 


Survival Despite Multiple Critical Illnesses 

The next three cases emphasize the remarkable 
viability of some patients despite multiple crit- 
ical illnesses. 


Case 17. Perric ULcer with HEMORRHAGE, 
ARTERIOSCLEROTIC HEART DISEASE WITH CorRo- 
NARY INSUFFICIENCY AND HEART FAILURE, 
Draperes, URINARY OBSTRUCTION, PULMONARY 
Lesion. D. K., a 76 vear old man, had developed 
ulcer distress in 1923. Dyspnea, angina, and 
ankle edema appeared in 1938. He was treated 
at Billings Hospital in January 1953 for peptic 
ulcer with massive hemorrhage and coronary 
artery insufficiency. His course then was satis- 
factory for five years. In July 1958 severe chest 
pain recurred, accompanied by shock. The tra- 
chea was deviated to the left and breath sounds 
over the left chest were reduced. X-rays demon- 
strated a mass in the left hilus compatible with 
carcinoma; a shift of the mediastinum to the 
left, atalectasis of the left upper lobe, elevation 
of the left diaphragm, and a pleural effusion on 
the left. The diagnosis of bronchiogenic carci- 
noma was supported by cytologic interpretation 
of the sputum as strongly suggestive of malig- 
nancy. However, the patient improved on ther- 
apy including a low-salt diet, Digilanid® and 
nitroglycerin; and one week later the pulmonary 
abnormalities underwent remarkable resolution. 

In August 1958 chest pain and extreme 
dyspnea recurred. X-rays indicated left pulmo- 
nary atalectasis and a shift of the mediastinum 
to the left. One week later there again was strik- 
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ing resolution; only the pleural effusion per- 
sisted. Bronchoscopy indicated narrowing of the 
bronchus to the left lower lobe and a possible 
carcinoma. Electrocardiograms were compatible 
with myocardial ischemia of the anterior wall. 
The patient required oxygen, among other thera- 
peutic measures. His course was complicated 
further by prostatic hypertrophy and urinary 
retention necessitating an indwelling catheter. 
The left pulmonary atalectasis recurred, but once 
more subsided. The patient 
again in January 1959 because of congestive 


was hospitalized 


heart failure. The urine contained many white 
blood cells, and the leukocyte count was 38,000. 
The left diaphragm remained elevated. Again, 
symptomatic therapy proved effective. In may 
1959 hospitalization was required for hemor- 
rhage from the upper digestive tract and severe 
chest pain. In addition to antacids, sulfonamides, 
Digilanid, diuretics and potassium iodide, four 
units of packed red cells were administered. Be- 
cause of a questionable mass in the fundus of 
the stomach, gastric cytology was performed, 
with negative results. In July 1959 hospitaliza- 
tion was required for treatment of a urinary in- 
fection. The patient, subsequently, has been sur- 
prisingly well with only occasional ankle edema. 
In March 1960 the blood count was satisfactory, 
his appetite was good, and the lungs were clear. 

Comment: This patient was near death on at 

least three occasions because of coronary in- 

sufficiency, recurrent pulmonary atalectasis, 

and gastrointestinal bleeding. He remains re- 

markably alert and active despite the limita- 

tions imposed by his age and the multiple 


serious diseases. 


Case 18. MuttieLe Magor Diseases, PAara- 
YSIS PHRENIC NERVE, SEPTICEMIA. H.C. A, 
a 58 vear old lawyer with a history of hay fever 
and bronchial asthma, became ill in July 1957 
with fever, cough and malaise. He was treated 
with antibiotics for pneumonia. Three days later, 
sudden shortness of breath, precordial pain, and 
rales over the lower lobe of the left lung led to a 
diagnosis of acute heart failure secondary to 
myocardial infarction. Penicillin, sedation, 
an oxygen tent failed to relieve the dyspnea and 


and 


cvanosis. Pericardial or pleural effusion was sus- 
pected, but a pericardial puncture yielded only a 
few milliliters of clear amber fluid. Bronchoscopy 
did not demonstrate obstruction. Digitalis and 
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sedations were ineffective. A review of the >rob- 
lem led to diagnoses of asthma, atalectasis, neu. 
monitis, and right pleuritis. The occurre: e of 
bloody stools and the demonstration of sta 
cocci in the feces indicated a diagnosis of e 
colitis probably caused by antibiotics. Inte: 
abdominal pain, nausea, vomiting, and di: 
were treated with fluids intravenously and 


Lylo- 
ero- 
ified 
rhea 
vith 
erythromycin. The patient’s condition now was 


critical and he was transferred to Billings bi ospi- 


tal. 

The important findings were cyanosis, a jur- 
puric rash over the face, arms and legs, para iysis 
and elevation of the right diaphragm, and | ver, 
The stools were positive for occult blood. The 
total plasma proteins were only 4.6 Gm. per cent 
(albumin 2.3 and globulin 2.6 Gm. per cent), 
Bromsulphalein retention was increased to 24 
per cent. Electrocardiograms were compatible 
with anterolateral myocardial infarction. Ibron- 
choscopy did not reveal any abnormality. Cyto- 
logic study of fluid removed from the right chest 
was negative for malignant cells. A sharp rise 
in temperature to 39°C. prompted blood cultures, 
and these vielded 
similar organism was cultured from the indwell- 
ing catheter of the intravenous “cut down.” The 


Aerobacter aeruginosa; a 


organism Was sensitive in vitro only to polymixin 
B, but, because of potential toxicity, this drug 
was not prescribed. Remarkably, removal of the 
catheter and discontinuance of the ACTH were 
followed by subsidence of fever and disappear- 
ance of septicemia. Additional therapy included 
prednisolone, Gantrisin®, air conditioning of the 
room, and discontinuance of all other medication. 
The patient returned home after 34 days. 

He improved gradually during the next two 
years, though the paralysis of the right dia- 
phragm persisted. Remarkably, and without ex- 
planation, in 1959 the paralysis disappeared, and 
the diaphragm regained its normal position and 
mobility. At present the patient experiences mild 
asthma and fatigue. He is working part time as 
a lawyer. 

Comments: This patient’s course was remark- 

able in at least three respects: recovery from 
septicemia with Aerobacter aeroginosa, from 
very severe respiratory distress associated with 
asthma, and restoration of normal mobility 
of the diaphragm. The explanation for the 
prolonged paralysis of the phrenic nerve is 
not known. An important factor in the favor- 
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Wlinois Aids for the Wlind 


General Services 

Illinois Public Aid Commission. Room 
2000, 160 N. LaSalle Street, Chicago 1. 
The Chicago Lighthouse for the Blind, 
1850 West Roosevelt Road, Chicago 8 
(Monroe 6-1331). A rehabilitation center 
for blind and visually handicapped per- 
sons, offering social service, medical 
service, specialized training, optical 
aids service, recreation and vocational 
services, including training, placement 
and employment. The Lighthouse work- 
shop is part of the total rehabilitation 
program, an independent living and 
working situation for every blind per- 
son. The day-to-day operations and 
procedures of the shop are included in 
training for competitive employment. 
Individual production records and regu- 
lar supervisory conferences evaluate 
adjustment to work procedures, opera- 
tional changes, and relation to individu- 
als and groups. The training course is 
conducted on a contract basis with the 
Division of Vocational Rehabilitation. 


Educational Services 

Residential School: 

Illinois Braille and Sight Saving School, 
658 E. State Street, Jacksonville (Chest- 
nut 5-4101); established 1849. 

Local Community Schools: 
Department of Public Instruction, 
Springfield. Vernon L. Nickell, Super- 
intendent of Public Instruction; Mrs. 
Dorothy Bryan, Assistant to the Director, 
Division for Exceptional Children, Blind 
and Partially Seeing. 


Library Services 
Lending Libraries: 
The Chicago Public Library, Service for 
the Blind, 4544 Lincoln Avenue (Hild 
Branch Library), Chicago 25 (Long- 
beach 1-7210); established 1893. 


from the 


Regional library serving Illinois: 

Illinois Braille and Sight Saving School. 
Braille Circulating Library. 658 East 
State Street, Jacksonville. 

Distributor of talking book machines: 
Illinois Industrial Home and Services for 
the Blind, 1900 South Marshall Blvd. 
Chicago 23. 


Vocational Rehabilitation 
Division of Vocational Rehabilitation. 
Board of Vocational Education, Room 
400, State Office Bldg., Springfield. 


Local and Regional Services Under 


Voluntary Auspices 
Chicago 
Association of Jewish Blind of Chicago, 
Inc., 3535 Forster Avenue, Chicago. 
Serves Greater Chicago Area. 
Catholic Guild for the Blind, 67 West 
Division Street, Chicago 10. 


Private Schools 

Springfield 
Hope School for Multiple Handicapped 
Blind Children, 218 South College Street, 
Springfield. A private institution accept- 
ing blind children with additional men- 
tal or physical handicaps; ages 3-18. 
Mary Bryant Home Association, 107 
East Lawrence Street, Springfield. State 
wide. Supported by residents’ contribu- 
tions. Maintains a residential facility for 
blind adults. 

Winnetka 
Hadley School for the Blind, 700 Elm 
Street, Winnetka 


Notes 

Persons residing in Illinois who are desirous of mak- 
ing arrangements to donate or give their eyes to an 
eye bank after death may be directed to the Illinois 
Eye Bank of the Illinois Society for the Prevention 
of Blindness, 20 West Jackson Blvd., Chicago 4. 
Address for guide dogs for blind people: The Seeing 
Eye. Morristown, New Jersey. 
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abic course probably was avoidance of exces- 

sive medication. 

(fase 19. 20 Magor Diseases. C. P. N., a 60 
year old housewife, had had rheumatic fever at 
the age of 13 and an enlarged thyroid since 
childhood. Her past history included fractured 
ribs, a hysterectomy for fibroids in 1949, appen- 
dectomy, subtotal thyroidectomy for a nodular, 
non-ioxie thyroid, hemorrhoidectomy, and repair 
of a rectal prolapse. Because of the x-ray demon- 
stration of two polyps in the mid-transverse 
colon, she was examined repeatedly between 1952 
and 1955, Apparent enlargement of the polyps 
and a large mass in the left upper abdominal 
quadrant necessitated operation in June 1957. 
Polyps were removed from the mid-transverse 
and sigmoid colon; a large pancreatic cyst was 
excised; and a cholecystectomy was performed 
for cholelithiasis. Additional diagnoses included 
arteriosclerotic and rheumatic heart disease, ten- 
osynovitis of left thumb, and urinary tract infec- 
tion. The postoperative course was complicated 
by congestive heart failure, but the patient re- 
covered after several months. 

In November 1957 she was hospitalized be- 
cause Of a recurrent pancreatic cyst causing 
intermittent intestinal obstruction and further 
complicated by acute pancreatitis. While opera- 
tion was under consideration, the patient devel- 
oped weakness of the right arm and leg, slurring 
dysarthria, and slight lower facial weakness, 
caused by arteriosclerotic thrombosis, presum- 
ably of a branch of the middle cerebral artery. 
Treatment included anticoagulants (heparin, 
Dicumarol) ; Digilanid, penicillin and strepto- 
myein were continued. The patient’s condition 
now seemed desperate; but with symptomatic 
care and physiotherapy, she slowly improved. 

In December 1959 she experienced a sudden 
chill and pain in the right costovertebral angle. 
The temperature increased to 40°C., and the 
leukocyte count reached 45,000. The urine con- 
tained many leukocytes and erythrocytes; and 
the blood urea nitrogen rose to 47 mg. per cent. 
Blood and urine cultures yielded Aerobacter 
aerogenes. Diagnoses were acute cystitis and 
pyelonephritis, and septicemia. X-rays also dem- 
onstrated an obstructing calculus at ureterovesi- 
cal junction on the right, and pneumonitis of the 
right lower lobe. The patient’s condition again 
seemed desperate. Once more, however, she dem- 
onstrated remarkable viability, responding to 
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chemotherapy with Gantrisin, Chloromycetin®, 
streptomycin and intravenous fluids; Digilanid 
was continued for the heart, and insulin for the 
diabetes. The patient subsequently has improved 
further. She is now able to walk with the aid of 
a cane. In May 1960, though physical activity 
remains limited and memory is faulty, this 
remarkable lady demonstrates a will to live and 
a determination to function adequately, far more 
effective therapeutically than many combina- 
tions of drugs. 


“Functional” (Emotional) Problems 


Patients with emotional difficulties and func- 
tional symptoms, though not necessarily con- 
fronted with physically critical diseases, present 
some of the most difficult therapeutic problems 
in medicine. However, the majority are not as 
untreatable as they may appear initially, pro- 
vided an understanding and tolerant physician 
is willing or able to devote sufficient time to 
them. Certainly, not all emotionally disturbed 
patients require phychiatrists; the properly ori- 
ented internist can be as helpful, and in many 
instances, more effective. 

The principles of therapy include thorough 
study and careful evaluation of the individual, 
a simple explanation of the nature of the symp- 
toms that avoids criticism, ridicule or moraliza- 
tion; an opportunity for the patient to verbal- 
ize his conflicts, anxieties and frustrations; and 
the persevering, objective support and reassur- 
ance of the physician. Recent comments by Ross 
on the use and misuse of sympathy seem perti- 
nent: “. .. But the rest of our patients, without 
exception, are in need of reassurance. The many 
who are not ill need nothing else; the gravely 
ill often can be afforded little else. . . . In med- 
icine compassion complements competence; in- 
deed, one can hardly exist without the other.” 
Mild sedatives and antispasmodics may be 
helpful adjuncts. In the management of the 
difficult “functional” problem, “untreatability” 
often is a function of the physician’s wisdom 
and interest in the patient, rather than of the 
problem itself. The key is contained perhaps 
in Francis Peabody’s oft-quoted remark: “One 
of the essential qualities of the clinician is inter- 
est in humanity, for the secret in the care of the 
patient is caring for the patient.” This care can 
be extremely difficult, as several of the following 
cases illustrate. However, the benefit to the pa- 
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tient and the satisfaction to the physician result- 
ing from successful treatment are among the 
most rewarding in the practice of medicine. 

Distress. M. V., 


a 50 vear old man, had been treated for an irri- 


Case 20. FuntrionaL G,. T. 


table bowel. He returned in 1950 with similar 
complaints and again underwent a thorough ex- 
amination, with negative or normal findings. 
During the next ten vears, the patient returned 
three to six times each vear with many symptoms, 
including abdominal pain, belching, flatulence, 
constipation and diarrhea, fatigue, soreness in 
the eve and knees, bitter taste and coated tongue, 
aching in the perineum and in the region of the 
xiphoid process, rectal soreness and pain in the 
hips. The alleged presence of blood in the bowel 
movements led to more than 100 examinations 
of the feces. The alleged presence of blood in 
the sputum culminated in 15 chest x-rays. Other 
procedures included 15 roentgen studies of the 
digestive tract, approximately 25 physical exam- 
inations, 10  proctosigmoidoscopies, countless 
analyses of the blood and urine, 20 or more 
consultations with physicians in other areas of 
medicine, including chest, urology, dermatology. 
and orthopedics. In 1951 a psvchiatric evaluation 
of the patient included the following: “. . . a 
passive, inhibited male, with many points of fem- 
inine identification. His hypochondriacal expres- 
sions are at once expressions of his primary 
concern with himself and defenses against object 
relationships (which are threatening because of 
their homosexual character...) . . . Psychother- 
apy could be of little value and is not indicated 
in the present circumstances.” 

During the past decade the patient has main- 
tained an acceptable facade of useful activity. 
In addition to regular employment, he has been 
active in the civie affairs of his community. The 
many visits to the physician and the numerous 
studies apparently have provided him with some 


support, though the need for repeated reassur- 


ance indicates that the patient has developed 
little or no understanding of the nature of his 
difficulty. He has been untreatable in the sense 
that his basic emotional difficulty and the associ- 
ated symptoms have not been eliminated. He 
may be regarded as relatively treatable in that, 
with support and reassurance, he has been able 
to function adequately. 

Case 21. OBSESSIONAL NeEwvROsIS, FEAR OF 
CANCER — VALUE OF Supportive Care. F. K., 
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a 50 year old housewife, had had a long 
consuming fear of disease, especially ca 
Many x-rays and laboratory studies, coun 
discussions with doctors and vast amounj 
medication had failed to relieve her concern. 
Was first seen at the University of Chicagy 
August 1955, Careful examination failed to «i 
close evidence of disease, and the patient 
treated with sedatives, antispasmodies and 
tempts at reassurance. In 1956) symptoms 
cluded increased anxiety and = postural vert 
and in 1957 sciatic nerve pain and an episod 
viral pneumonitis. In 1958 hospitalizations \ 
required three times for uncontrollable pau 
states. A fourth hospitalization disclosed 
presence of cholelithiasis (asymptomatic) : : 
a fifth hospitalization in 1958 was for a 
arthritis of the right temporomandibular joint. 
In addition to the usual digestive complaints, 
other symptoms were fatigue, headache, muscle 
spasm, cough, and compulsions to suicide. The 
patient stated, “I’ve died a hundred times.” Lab- 
oratory and roentgen studies were repeated pe- 
riodically; other normal studies included gas- 
trointestinal exfoliative cytology and examina- 
tion of the bone marrow. Her physician spent 
countless hours with her during the three vears, 
1955 to 1958, explaining, clarifying, reassuring, 
avoiding criticism, and always expressing hope. 
Gradually, this seemingly untreatable patient be- 
gan to respond. The reactions of acute anxiety 
and panic diminished, and many symptoms sub- 
sided but did not disappear entirely. During 
1959 the patient improved further, though she 
remained vulnerable to fear of cancer; and she 
continued to require sedatives, analgesics, vita- 
mins, and other medicines. In March 1960. she 
complained of a cough and abdominal pain; but 
physical examination was normal, and she read- 
ily accepted the reassurance of her physician. 
She appeared to be in better health than at any 
time in the preceding five vears. 

Comments: Fear of cancer assumed oyer- 

whelming proportions in this case. This “un- 

treatable” patient has responded, at least 
partially, because she was fortunately under 
the care of an understanding — physician 

skilled in the management of the emotional] 

disturbed patient. 

Case 22. “UNTREATABLE” PSYCHIATRIC PROB- 
LEM AND ULCERATIVE COLITIS RESPONSE TO 
Supportive Care, StTeRots. K, M., a 30 year 
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old salesman, had developed ulcerative colitis in 
1941 after a bacillary dysentery. Serious emo- 
tional problems, inciuding overwhelming fears, 
sudden panic states and inordinate concern with 
his heart, became apparent. Many doctors, pre- 
scribing numerous drugs and other measures, 
were ineffective, Prolonged residence at two psy- 


chiatric institutions failed to induce significant 


improvement, The patient was described as very 


ill psychiatrically: “schizophrenic” and with a 
“fixation at the anal-sadistic stage of his psycho- 
“he 


difficult to treat’ psychiatrically 


sexual development” would be very 

The ulcerative colitis remained active and in 
1950 the patient was referred to the University 
of Chicago. X-rays demonstrated involvement of 
the entire colon, rectum, and terminal ileum. 
There was partial response to a bland diet, sed- 


1951 ACTH dra- 
matically controlled the manifestations of the 


atives, and sulfonamides. In 


colitis, but symptoms returned when corticotro- 
pin was discontinued. Between 1951 and 1955 
but 


the patient experienced recurrences, less 
severe than previous ones. In 1955 hydrocorti- 
sone orally induced striking improvement. The 
response Was maintained, though the daily dos- 
age of hydrocortisone was reduced to 40 mg. and, 
subsequently, to between 20 and 40 mg. 

The patient remains well on a program includ- 
ing small doses of hydrocortisone, sedatives, and 
periodic visits. He has gained approximately 35 
pounds. Mild recurrences of symptoms have re- 
sponded promptly to rest and medication. He has 
married and now has one son. During the recent 
illness of his wife, the patient manifested hither- 
to unsuspected strength. 

Comments: In all probability, this patient's 


emotional difficulties have not 


Yet 


able, as had been predicted. Very often the 


underlying 


heen eliminated. he was not an untreat- 


sustained control of physical symptoms, as in 


this case, permits restoration of sufficient 


emotional stability for a satisfactory life. 
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Case 23. HyPOCHONDRIASIS - tE- 


EE. S. 


T., a 69 year old woman, had experienced gas, 


SEVERE 
SPONSE TO PROLONGED CORRESPONDENCE. 
abdominal cramps, and fatigue since 1905 when 
she was discovered to have a small eventration of 
the diaphragm. She managed satisfactorily until 
1934, 


the demanding 


Her severe exhaustion was attributed to 


responsibilities of housework, 
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raising a daughter, singing, and working in her 
husband’s business. Her husband’s heart attack 
in 1938 greatly increased her responsibilities. 
The patient devoted much of her time to his 
vare and to the business. His death in 1949 re- 
sulted in great exhaustion, increased belching, 
flatulence, constipation, and a weight loss of 40 
pounds. She was given many drugs including 
hydrochloric acid, activated charcoal, laxatives, 
hormones, egg white; one physician recommend- 
ed complete bed rest for one year. A subtotal 
thyroidectomy was performed in 1953. Increased 
symptoms, especially belching and progressive 
inability to walk, led the patient to seek medical 
care at the University of Chicago. 

Except for obesity, the physical examination 
was normal, X-rays demonstrated mild eventra- 
tion of the left diaphragm and a small hernia- 
tion of the stomach. Many other studies were 
with the dermatology, 
cardiovascular 


normal. Consultations 


otolaryngology, neurology, and 
services indicated no abnormality in these areas. 
The patient was evaluated as having conversion 
hysteria with pronounced hypochondriasis in- 
volving the digestive tract. She was encouraged 
to increase her activity, but she resisted all per- 
suasive and determined efforts. After approxi- 
mately two months, she left the hospital, dis- 
satisfied and unhappy. She seemed preoccupied 
with the minutiae of life and talked unceasingly 
of symptoms, diet, etc. In several long discussions 
attempts were made to explain the physiologic 
nature of her symptoms. In retrospect, she prob- 
ably learned much from these visits. 

She has never returned for further care, but 
has maintained a continuous correspondence 
with one of the staff physicians. These letters 
dealt with the continued use of medication for 
flatulence, modifications of diet, regulation of 
normal bowel activity without laxatives, and with 
the patient’s activities in general. In the succeed- 
ing seven years she has improved greatly. Bowel 
function is much more normal, and the belching 
and flatulence have diminished. The patient has 
continued to operate her husband’s business, and 
she has maintained an active life. 


t 
‘ 


Case 24. SEVERE PSYCHONEUROSIS INCAPAC- 
ITATING HYPOCHONDRIASIS ——- UNREMITTING 
ABDOMINAL PAIN — SPECTACULAR, UNSUCCESS- 
FUL Operations. L. O., a 57 vear old housewife, 
had first experienced right upper abdominal pain 
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in 1919 at the age of 16. In 1929 cholelithiasis 
was demonstrated by x-ray. In 1931, after epi- 
sodes of pain presumed to be biliary colic, a 
cholecystectomy was performed. Within three 
years (1934) the patient experienced recurrent 
episodes of right upper quadrant pain, worse 
after eating of fatty and fried foods. In 1942 
she was operated upon for the relief of partial 
intestinal obstruction attributed to adhesions. 
Abdominal distress returned within three 
months. In 1947 the pain was ascribed to pyloro- 
spasm and possible pancreatitis. In 1949 a third 
operation disclosed adhesions, but no evidence 
of pancreatitis. The abdominal pain once more 
recurred within three months. Later in 1950 a 
subtotal gastrectomy and gastroenterostomy were 
performed, presumably to decrease acid stimu- 
lation of the pancreas and the possibility of 
pancreatitis. Severe dumping symptoms ensued, 
and the patient lost considerable weight. In 1951 
a fifth operation was undertaken to remove scar- 
ring of the gastroenterostomy stoma. A biopsy 
of the pancreas was interpreted as demonstrating 
pancreatitis. Abdominal pain was not relieved 
and multiple splanchnic nerve blocks were in- 
effective. Many drugs were prescribed without 
avail; opiates provided temporary relief. 

In March 1952 the patient first sought medical 
attention at the University of Chicago. Many 
laboratory and roentgen studies and numerous 
consultations failed to demonstrate any abnor- 
mality, apart from those of the previous opera- 
tions. Diagnoses of hypochondriasis, irritable 
digestive tract, and glaucoma were made. Usual 
medical measures were ineffective; the adminis- 
tration of ACTH failed to stimulate the patient’s 
appetite or to induce a sense of well-being. The 
abdominal pain continued. Psychiatric consul- 
tation confirmed the diagnos: . 
neurosis with hypochondriasis. However, the 
patient refused formal psychotherapy. 


of severe psycho- 


In June 1955 levo-dromoran and sterile hypo- 
dermic injections seemed to provide relief of 
the abdominal pain. However, in November the 
pain returned, and the surgeon caring for the 
“untreatable” patient performed a transthoracic 
vagotomy and left splanchnicectomy, removing 
the left paravertebral sympathetic chain; partial 
and temporary improvement followed. In Janu- 
ary 1957 severe chest pain developed; neurogi- 
cal examination was normal. Intercostal nerve 
blocks were unsuccessful. In April 1957 the 
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surgeon sectioned the sixth and seventh i» ‘er. 
costal nerves but intercostal neuralgia reti -neq 
in August; nerve blocks, at times with s. ne, 


were helpful temporarily. The patient conti: ved 
in this manner until April 1959, when the 
twelfth University of Chicago hospitalization was 
required to investigate an iron-deficiency anc:)i 
Gastrointestinal studies were normal, and 
patient was treated with an ulcertype pro; 
The pain in the chest in the region of the t! 
cotomy continued. A similar study in Septe: 
1959 was also normal. In December 1959 
patient was hospitalized for the extraction 
cataract. The persistent abdominal pain 
newed discussion of psychotherapy; but again 
the patient refused. She has been hospitalized 
recently for the fifteenth time in the past eight 
years at the University of Chicago for surgery 
upon the eye. The abdominal pain has been sup- 
plemented by the pain of rheumatoid arthritis, 
Comment: The underlying problem of this 
severely disturbed, hypochondriacal and_hys- 
terical woman obviously has been psychogenic 
rather than organic. In retrospect, pancreatitis 
probably had never existed, and the many 
major surgical procedures were doomed to 
failure. The patient, a deeply religious woman, 
appeared to adopt the masochistic role of a 
martyr, frequently citing passages from the 
Bible by Apostles who had suffered. Intelli- 
gent psychotherapy might have been helpful 
and probably would have spared the patient 
many operations and considerable pain. Her 
refusal to accept psychotherapy might have 
justified denial of further care. Yet, the pa- 
tient was sick and in need of a doctor. This 
need did not, of course, include multiple surg- 
ery; and it may be argued that the many 
operations intensified rather than eased the 
problem. Though neither the attending phy- 
sicians nor the surgeon today would justify 
the operative procedures, the clinical situa- 
tions were not always easy to evaluate. The 
intense medical and surgical attention and 
the countless hours of discussion, seemingly 
in vain, probably were helpful to the patient, 
supporting her dependent hysterical needs, 
thereby preventing complete psychotic deteri- 
oration. Despite the many hospitalizations, the 
patient, with the aid of a devoted husband, 
has maintained her family and home, and, to 
this degree, a partially useful role in life. 
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Case 25. INcapactratinG, LirE-Lona PsycHo- 
NEUROSIS — FatLure oF Druas, Doctors — 
ParriAL RESPONSE TO REASSURING SUPPORT. 
fk. ?., a 58 year old housewife, had a life-long 
history of illness, including scarlet fever, typhoid 
fever, appendectomy, twisted ovarain cyst, par- 
tial hysterectomy, “blackouts”, and apparent 
convulsive episodes. In 1928, about nine months 
after her marriage, she developed increasing 
nervousness, fatigue, and constipation. She main- 
tained a variable course until 1940, when she 
experienced a nervous breakdown during her 
father’s illness. In 1941 the intestines allegedly 
had “dropped,” and they were “suspended” sur- 
gically, without benefit. Between 1941 and 1951, 
the patient experienced many symptoms, includ- 
ing anorexia, cramps, flatulence, diarrhea and 
constipation. In 1951 the symptoms increased ; 
her weight dropped from 130 to 85 pounds, and 
fluids parenterally were given. 

In 1954 she was seen at the University of 
Chicago for the first time, complaining of anor- 
exia, weakness, constipation, and many other 
symptoms. Clinical observation and many studies 
led to diagnoses of chronic anxiety with depres- 
sion and an irritable digestive tract. The patient 
had taken vast amounts of drugs, and she strong- 
ly resisted efforts to reduce the number. She 
was bedridden and unwilling to increase her 
activity. The next few years were characterized 
hy repeated hospitalizations for the same _ prob- 
lems, supplemented by dizzy spells, a skin rash, 
and an hysterical episode. There was no evidence 
of neurologic disease. In 1956 the patient com- 
plained of severe pain in the left chest. The tend- 
ency initially was to disregard this complaint ; 
but x-rays disclosed fractures of several ribs. The 
pain, allegedly, was intense, and_ intercostal 
nerve blocks were made at many visits. The pa- 
tient remained bedridden and maintained her 
delusion that, unless she took many pills, she 
would become even more seriously ill. These 
medications included sedatives, antispasmodics, 
antihistaminies, vitamins orally and by injection, 
Dilantin®, laxatives, cathartics, anti-laxative 
drugs, calcium, estrogens, ointments, supposi- 
tories, and salicylates, and other unidentified 
and unrecorded medications. The patient was 
evaluated psychiatrically as a severely incapaci- 
tated psychoneurotic with a passive-aggressive 
personality greatly in need of psychotherapy. 

According to the psychiatrist, she had been 
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forced into a hostile and dependent relationship 
with her continuously sick mother during the 
mother’s terminal illness; and now she mani- 
fested the same hestile relationship with members 
of her own family. The time spent in reassuring 
the patient and in endeavoring to provide her 
with insight cannot be measured; the output of 
physician time and energy was enormous; but 
to no avail. The patient clung to her complaints 
and her bed clothes. 

At this time (1957) the attending physician 
concluded that he had not proved useful to this 
disturbed patient and was not likely to be helpful 
to her in the future. Another sympathetic but 
firm physician now undertook the patient’s care. 
This change was followed by an unexpected im- 
provement. The patient’s appetite increased and 
she gained weight. She became more active and 
her digestive symptoms decreased. In 1960, 
though retaining numerous symptoms and medi- 
cations, she appears to be functioning more sat- 
isfactorily. 

Comments: Like the preceding case, this 
patient presents a virtually unapproachable 
emotional problem. A significant disturbing 
factor had been her husband’s alcoholism and 
his apparent rejection of the patient. An im- 
portant supporting factor has been the pa- 
tient’s only daughter upon whom she has be- 
come quite dependent. The physician who 
sought to re-educate the patient and to de- 
crease the fantastic list of drugs was ineffec- 
tive, because this approach threatened the 
patient’s well-organized system of dependency 
through illness. The physician who provided 
sympathetic care and who did not interfere 
with her medication was more successful be- 
cause he did not threaten the dependency 
status. To the first physician the patient was 
untreatable, but to the second physician she 
was relatively treatable. Formal psychotherapy, 
if this had been acceptable to the patient, 
might have been more effective. 


Concluding Remarks 


The ultimate goal of medicine presumably 
is the relief of suffering and the cure and pre- 
vention of disease. This idealistic objective is far 
from complete accomplishment, of course, and 
probably will never be achieved. However, re- 
markable progress has been made, as these cases 
illustrate. Today many effective approaches, med- 
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ical and surgical, are available for treatment of 


the “untreatable,’ and the numbers of such 
cases are diminishing. The physician, consequent- 
lv, must endeavor to remain thoroughly informed 
on the newer diagnostic and therapeutic ad- 
vances, and on the newer research developments 
so that he may be better able to deal with, con- 
trol, and perhaps cure previously unapproachable 
problems. 

Yet the successful therapeutic results described 
do not imply that all critically ill, untreatable 
patients can be dealt with satisfactorily at the 
present time. Many extremely difficult and in- 
soluble problems vet remain: organic disorders 
such as relentless cardiac failure, advanced renal 
insufficiency and overwhelming leukemia or can- 
cer: and psychogenic disturbances such as schiz- 
ophrenia, severe hypochondriacal and hysterical 
states. 

It is in the skilled and devoted care of the 
hopelessly untreatable that the doctor rises to 
his greatest heights as a true physician, as a 
“fellow human being and as a friend”: offering 
thoughtful 
and sympathy to the patient, understanding and 


attention, cautious encouragement, 
solace to the family; and facilitating the quiet 
departure of the fatally ill with proper spiritual 
consideration and with dignity. We often do not 
appreciate fully how communicative we are as 
physicians in our unguarded facial expressions, 
in the subtleties of our attitudes, the nuances of 
and. 
comments or failure to express ourselves ade- 


our remarks, even more, by thoughtless 


quately. L. J. Henderson’s sage advice was “In 
the practice of medicine do as little harm with 
words as possible.” To this I would add: *Pro- 
vide as much hope and reassurance with words 
as is reasonably possible.” We can do much for 
our patients by this simple but vital approach. 

The achievements of many great but physical- 
lv handicapped people also remind us of other 


important influences, in addition to scientific 


accomplishments, in the successful manag: vient 
of seemingly hopeless problems: factors such as 
the faith and determination of the patient. the 
priceless attention of the devoted nurse; an the 
true interest, wisdom, and skill of the phy- cian 
who seeks to accomplish everything bene ‘cial 
for the patient in the Hippocratic trad tion 
*... 1 will follow that system of regimen w ‘iich, 
according to my ability and judgment, | -on- 
sider for the benefit of my patients. . .” 

At times, 
occasionally, hope and determined effort triumph 


medication alone is not enough: 
when all seems lost; the art of medicine often 
is as necessary as the science, as all of you ap- 
preciate and practice so well. This paper. in 
effect, reaffirms that, extraordinary medical ac 
vances notwithstanding, the practicing —plhysi- 
cian, specialist and practitioner alike, remains 
the indispensable and decisive influence in the 
care of the sick. 

The author acknowledges with pleasure the assistance 
of the following physicians in the selection of cases 
for this paper: Drs. W. Barclay, C. M. Gurney, C. M 
Huggins, A. Lorinez, J. Van Prohaska, and W. L. 
Palmer. 
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Vascular Complications of Pregnancy 
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Almost any type of vascular complication can 
occur during pregnancy or postpartum. [ shall 
discuss some of the more frequent of these com- 
plications. 


Hemorrhage in obstetrics’ 


P obstetrics, hemorrhage is not an infrequent 
complication. It may arise from mechani- 
cal causes, such as uterine atony, placenta 
previa or abruptio, severe lacerations of the 
cervix, ruptured varices of the vagina, or lacera- 
tions of the perineum. Other causes are blood 
dyscrasias, such as the anemias, purpuras, severe 
infections, jaundice, and afibroginenemia. The 
latter complication, failure of the blood to clot, 
can accompany abruptio placentae, transfusion 
reactions, or even ordinary massive hemorrhage. 
Fibrinogen is specific for this condition, but 
whole fresh blood given by direct transfusion 
may be substituted when necessary. 

Today we take transfusions for granted be- 
cause blood is readily available, and it can be 
administered easily. We have become a bit com- 
placent, even careless, in using them. Often a 
little planning and careful consideration of 
situations could make them unnecessary. Trans- 
fusions are not without danger in themselves 
and may lead to complications more serious than 
the condition being treated. Reactions with 
lower nephron syndrome and damage have been 
followed by death or by serious kidney impair- 
ment during the subsequent years. The obvious 
treatment of a reaction, even a doubtful one, is 
immediate cessation of transfusion, complete 
rechecking of typing and identification, and- 
if urinary supression should ensue—reduction 
ot fluids to approximately 1,000 ce. of 5 per cent 
glucose in water per 24 hours intravenously, 
plus an amount that will compensate for losses 


*/rom the Department of Surgery, Harper Hospital, 
Detroit. 

Presented before the Section on Obstetrics and 
Gynecology, 119th Annual Meeting, Illinois State Medi- 
cal Society, May 19, 1959, 





for June, 1960 








of fluid and any urine voided. The syndrome may 
continue from 24 hours to 10 or 15 days; a 
decreasing secretion of urine during the first 
48 to 72 hours usually is a bad omen, An arti- 
ficial kidney sometimes carries the patient 
through a critical period, but it is a complicated 
machine that in itself involves certain hazards. 


2-13 


Coarctation of the aorta 

In the past 25 years rapid advances in knowl- 
edge of cardiovascular anomalies and diseases 
and their therapy has imposed new demands 
upon the obstetrician. It is mandatory that ob- 
stetricians have a working knowledge of these 
conditions, and knowledge of what may be 
benefited by therapy. Coarctation of the aorta as 
such is not a common finding—approximately 
0.12 per cent at autopsy in females—but many 
feel that the disorder is not always recognized. 
Despite the low incidence published, pregnancy 
with coarctation is not rare. One of its out- 
standing features is hypertension, and in ob- 
stetrical practice every patient with hypertension 
should have blood pressure and pulses of the 
lower extremities checked for any discrepancy 
between them and the upper extremities. Sys- 
tolic murmurs often are heard through the 
back, and in one-third there is a diastolic mur- 
mur. Occasionally, x-ray films show notching 
of the ribs. The symptoms often are confused 
with toxemia, cardiac distress, or the hyperten- 
sion of pregnancy. 

Cause of death usually is rupture of the aorta 
or of the cerebral vessels, as pregnancy has a 
deleterious effect on coarctation. Treatment in 
the first trimester is resection of the coarctation 
as shown by Hufnagel and others. Conservatism 
is in order if the patient is seen later, and 
pregnancy is terminated if the heart or aorta 
dilate or if cerebral symptoms develop and 
hypertension increases. Schnitker and Bayer 
reviewed 49 cases of spontaneous dissection of 
the aorta in women and discovered that 24 (50 
per cent) occurred late in pregnancy.’ The 
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theory has been advanced that these developed 
due to loss of elastic tissue bulk plus increased 
blood volume and pressure changes and so-called 
cystic degeneration of the media, known as 
Erdheim’s medionecrosis. Such elastic tissue 
changes occur in varying degree in all pregnant 
women and are evidenced by relaxation of certain 
joint ligaments, varices, or pes planus. In a 
series of 70 dissecting aneurysms in women 
reported by Mandel, Evans and Walford, 51 per 
cent were associated with pregnancy and showed 
medionecrosis.° 


Splenic artery aneurysms” 


Cosgrove, Watts, and Kaump reviewed 107 
cases of splenic artery aneurysms reported in 
the literature and added three cases; of 60 cases 
in females, one-fourth were associated with 
pregnancy, chiefly at or near term.’® There are 
few premonitory signs of rupture. The onset is 
devastating, and the patient usually is moribund 
before aid can be given. Diagnoses have been 
made in a few cases when the rupture evidently 
was not complete; when leaking had occurred 
as evidenced by earlier upper abdominal dis- 
tress, tenderness, rigidity of the abdomen, mild 
signs of shock, and anemia; and when, courage- 
ously, laparotomy was performed. A few have 
survived. X-ray plate of the abdomen sometimes 
reveals a calcified lesion in the region of the 
splenic artery. These calcified plaques may pro- 
vide a good radiologist with a clue pointing to 
splenic aneurysm. 


Arteriovenous fistula” 


and 


Gottesman, Wilchius, and Aronoff in 1957 
reported an unusual case of arteriovenous fis- 
tula of the ovarian artery and vein. The patient 
had been operated on in 1946 for ectopic 
pregnancy. About nine years later, three days 
postpartum, she had increasing pain in the right 
lower quadrant with vaginal passage of blood 
clots. She was in shock. The uterus was at the 
umbilical level; a strong thrill was felt to the 
left of the uterus; and a loud machinery murmur 
was heard. The uterus involuted normally, but 
the bruit and thrill persisted. Surgery disclosed 
an aneurysm of the ovarian artery and uterine 
vein.2” This situation occurs occasionally in a 
pedicle after amputation where an artery and 
vein have been tied with the same ligature. 
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Ovarian varices and hemorrhage” 


Hemorrhage from rupture of broad liga 
varices during pregnancy may be rare, bu 
mortality warrants its consideration. In 
Hodgkinson and Christensen in a complet 
view of the literature, found 75 cases with 
per cent mortality.’? Multiparas suffered 
than primiparas, and 44 of 75 occurred duri: » or 
just after delivery. The onset often is su den 
and at a time when other factors can cloud the 
picture. Shocklike onset with zero blood | :res- 
sure, cold extremities, and signs of peritoneal 
irritation betoken a serious catastrophe. © jset 
and course may be so rapid as to prec ude 
surgery. Diagnostic abdominal tap with a necdle 
may be of some help and should be done. (e- 
casionally, complete hemorrhage does not occur, 
Clot formation seals the wound in the vein 
temporarily, but minimal disturbance such as 
a pelvic examination or undue motion can easily 
dislodge the clot and cause recurrence of bleed- 
ing. It is thought that the venous pressure, which 
is 100 to 200 mm. of water higher than in the 
axillary veins, plus the thinness of the veins, 
increased blood volume and the strain of labor, 
lead to rupture of the varices. 


Venous disorders 


929° 


Acute massive venous occlusion?"?*, or phleg- 
masia cerulea dolens, although rare, has been 
reported as occurring during pregnancy. We 
have been particularly interested in this entity 
for some years but have not encountered it in 
pregnancy. The somewhat terrifying condition 
produces appreciable mortality as well as mor- 
bidity. It is characterized by sudden onset of 
severe pain and swelling of a lower extremity 
in a few hours. The limb appears about to burst, 
becomes cyanotic and cold with marbleized 
blotching or mottling. Arterial pulses frequently 


are absent, leading to the mistaken diagnosis of 


arterial embolism. This is due to intense vas- 
ospasm and complete cessation of blood flow 
because of sudden venous occlusion. After ad- 
ministration of morphine and antispasmodics 
the pulses will return in time, making the true 
diagnosis more evident. 

Areas of gangrene not infrequently develop. 
Digits and limbs have been lost even when the 
arterial system was patent, although gangrene 
is more likely to be superficial than deep. 
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Hence a conservative attittude toward this com- 
plication should be adopted. J. Ross Veal has 
advocated high elevation of the extremity and 
motion to aid venous flow. Others have used 
anticoagulants and antispasmodics freely, but 
we have felt that venous thrombectomy is in- 
dicaied, just as embolectomy is indicated in 
arterial occlusion. A possible cause is an un- 
recognized phlebothrombosis in the leg suddenly 
becoming dislodged and impacting itself in the 
iliac vein, and with lightning suddenness com- 


pletely occluding venous return from the lower 


extremity. Thrombectomy in our cases has been 
beneficial. 


Antenatal embolism” 


Relatively few cases of antenatal embolism 
are reported, and its incidence possibly is lower 
than in the postnatal period. A review of the 
literature and postmortem reports usually shows 
the lesions to be of phlebitic or venous throm- 
botic origin. Antepartum thrombosis is rare but 
important. A recent survey of vascular surgeons 
revealed that only about one-half had ever 
seen phlebitis during pregnancy, and few had 
seen more than one or two cases. Ullery reported 
38 cases of antepartum thrombosis with emboli 
and no deaths under anticoagulant therapy; in 
97 patients who did not receive any treatment, 
18 emboli and 15 deaths occurred.*4 


Phlebitis® * 


Our experience has led us to divide so-called 
phlebitis into two classifications: superficial and 
deep. The superficial are those occurring in a 
saphenous vein, either greater or lesser. Deep 
phlebitis occurs in the tibials, peroneals, popli- 
teals, femorals, and iliacs. 

It has been our custom to treat superficial 
saphenous phlebitis as a potentially threaten- 
ing lesion. Despite many statements to the con- 
trary, it can be associated with pulmonary 
embolism. A thrombus in a superficial vein is 
not potentially different from one in a deeper 
vein; nor is its susceptibility to being dislodged 
any less. We treat it as an emergency and ligate 
the saphenous vein either at the femoral or the 
popliteal junction, depending upon the vein 
involved. The vein is exposed under local 
anesthesia and in each instance is opened and 
examined for a thrombus. On numerous occa- 
sions after palpation of the vein, we have ven- 
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tured the opinion that the vein was empty but 
upon opening it have found a soft, friable, easily 
dislodged thrombus projection into the femoral 
blood current. It requires only one such case 
to prove that superficial phlebitis is not with- 
out danger. The saphenous vein is ligated and 
divided at the femoral junction, the extremity 
is supported by means of an elastic bandage, 
and the patient is discharged to her home. Ac- 
tivity and walking, which are advisable to keep 
the deeper vessels functioning well and the 
blood flow active, are achieved better at home 
than in a hospital. 

Many writers have classified deep phlebitis in- 
to three general classifications : phlebothrombosis, 
thrombophlebitis, and septic thrombophlebitis. 
With this we have no quarrel, although we feel 
that sometimes one merges into the other and 
there are varying stages of each. The important 
thing is to diagnose the entity and take steps ac- 
cordingly. Since signs and symptoms of phle- 
hothrombosis often are meager, the diagnosis 
must be made from relatively few of them. The 
clinician should be alerted by a patient’s off- 
hand remark about a “little pain in my side”, “a 
little soreness in the leg”, or “ a charley horse.” 
Careful examination should be undertaken im- 
mediately. Both legs should be uncovered to the 
anterior superior spine of the ilium and in- 
spected. Small differences in the size of the ex- 
iremities and dilatation of some of the so-called 
sentinel veins in the upper third of the leg (just 
below the knee) are a tip-off to the diagnosis. 
Sometimes a slight puffiness of the extremity is 
noted. The next step is palpation of the arterial 
pulses—the dorsalis pedis, the posterior tibial, 
popliteal, and femoral. Then—with the knee ex- 
tended—-gentle dorsiflexion of the foot is insti- 
tuted; 50 to 60 per cent of patients note some 
tenderness in the posterior calf. This is Homan’s 
sign. However, we have used a more accurate 
method—flexing the knee with the foot resting 
on the bed and palpating the calf on the midpos- 
terior area, with the thumb over the tibia, exam- 
ining the posterior calf inch by inch. 

Tenderness in a very small area is sufficient 
evidence for diagnosis. Tenderness also may be 
found in the lower third of the thigh just above 
the condyles at the point where the femoral and 
popliteal veins are approachable. The leg and 
thigh may show more warmth or coolness com- 
pared to the opposite side and look somewhat 
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whiter or at times even slightly cyanotic. Occa- 

sionally there is a simultaneous slight rise in 
temperature, pulse, and respiration. One or two 
of these signs are sufficient for diagnosis. Some- 
times a small embolus is the earliest sign. Treat- 
ment is either ligation of the superficial femoral 
vein, just distal to the profunda, or anticoagulant 
therapy. 

The term thrombophlebitis generally is re- 
served for that type of phlebitis associated with 
infection and temperature ranging to 103 or 104 
F., increased pulse rate, chills, malaise, marked 
leg tenderness, and somewhat more swelling of 
the extremity than in early phlebothrombosis. 
Sometimes there is a history of respiratory or 
postpartum infection, operative procedure, or the 
like. Treatment of the two types does not differ 
remarkably, although we are much less prone to 
ligate this type. We feel antibiotics are indicated, 
whereas in phlebothrombosis we see no indication 
for their use. Paravertebral block for relief of 
pain has been advocated, and to this we would 
agree, with some modification. Bed rest and ele- 
vation of the extremity are ordered in both in- 
stances, and careful observation for complications 
is maintained. We do not favor flexion of the 
knees. Anticoagulants are used, and symptoms 
treated as they arise. 

Septic thrombophlebitis is a serious disease not 
encountered frequently. Apparently it is more 
prevalent in the South, as relatively large series 
of cases are reported from those areas. This may 
be due to the type of patient, the prevalence of 
predelivery meddling, illegal abortions, poor hy- 
giene, or low mental status. The disorder is a life 
hazard and consists of repeated detachment of 
small septic emboli from a focus, either in the 
extremities or the pelvis, usually the latter. These 
patients are critically ill, have high temperatures 
and chills, and are septic and toxic. If the proc- 
ess is localized in the lower extremity, ligation 
of the femoral and, in some cases, the common 
iliac vein is indicated. Generally speaking, how- 

ever, ligation of the inferior vena cava is justi- 
fied. This procedure is lifesaving and is done for 
that sole purpose. Whatever sequelas ensue must 
be balanced against this fact. We do not believe 
that ligation of the inferior vena cava involves 
small risk of morbidity. Our experience has been 
contrary, and we feel that careful consideration 
should precede a decision to employ the proce- 
dure. Anticoagulants and antibiotics are used. 
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Any phlebitis is an acute emergency » cond 
only to hemorrhage, and immediate treatm: nt js 
indicated. Some clinics, such as the one at Duke 
University, have developed teams consisti.ig of 
an obstetrician, a surgeon, and occasional y an 
internist. This group reviews all suspected cases 
of phlebitis, thrombosis, or embolism. Six ears 
of their work has been reported.® 

Therapy for phlebitis 

After diagnosis is made, we institute the fol- 
lowing regimen: 50 mg. of heparin are given in- 
travenously every four hours around the clock, 
and 300 mg. of Dicumarol® are given by mouth. 
A daily as well as an immediate prothroibin 
time is taken. The second day 200 to 250 mg. of 
Dicumarol are given and heparin is continued, 
The third day we give 100 mg. of Dicumarol. If 
the prothrombin time has dropped to about three 
times normal, or approximately 30 to 36 seconds 
versus a normal control of 12 seconds, heparin is 
discontinued and Dicumarol continued as nec- 
essary to maintain this level. Maintenance re- 
quires 25 to 75 mg. per day and is continued for 
12 to 14 days, as indicated by regression of symp- 
toms. Many aches and pains in the phlebitic leg 
will disappear within hours after the administra- 
tion of heparin. We feel this product is necessary 
for immediate results in this emergency and that 
some patients can be treated with heparin only 
when liver or kidney damage or other conditions 
contraindicate Dicumarol. Insertion of a small 
polyethylene tube attached to a cartridge-like 
container, with a rubber-covered connection, can 
be used to eliminate the need for repeated veni- 
puncture. 

We have not had great difficulty in carrying 
out this regimen, provided the house coverage is 
adequate. The postpartum patient is watched 
carefully ; if excessive bleeding occurs, treatment 
is stopped and the anticoagulant neutralized with 
protamine sulfate for heparin and Mephyton® 
for Dicumarol. We have had little difficulty with 
bleeding. 

Some have expressed concern and questioned 
whether anticoagulant therapy given antepartum 
for phlebitis affects the child in utero adversely. 
Our experience and the literature indicate that 
anticoagulants are well tolerated, and to date 
serious damage has not been reported. Several 
writers have reported carry-over of the anticoag- 
ulant and that some infants tended to bleed post- 
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partum, but this apparently is not prevalent and 
occurred only when treatment continued into the 
delivery period. Careful checking of prothrombin 
time and supervision to guard against overdosage 
is requisite, and one person should be responsible 
for ordering the drug. After recovery, the patient 
is not allowed out of bed until a well fitting elas- 
tic bandage or an elastic stocking has been ap- 
plied. If ambulation is allowed without support, 
edema almost invariably will develop; it is very 
difficult to get under control and actual damage 
is done to the leg. Application of a good support, 
with strict injunction that it is to be worn at all 
times when not in bed is necessary. We believe 
this is a practical and important point. Elevation 
of the extremity to well above the level of the 
body two or three times daily for 15 to 20 min- 
utes is helpful. Patients are warned against trau- 
ma and injury to the extremity, not to stay in 
the same standing or sitting position too long 
and not to take automobile trips without getting 
out at least every hour and moving around ac- 
tively. Our firm conviction is that many sequelae 
of thrombophlebitis are the result of carelessness 
rather than of the disease itself. 

Varicose veins” “ 

Qne of the most common complications of 
pregnancy is varicose veins, They make the im- 
mediate pregnancy troublesome and frequently 
remain to cause difficulty in the future. In spite 
of excellent and extensive prenatal care, 75 to 80 
per cent of varices develop during pregnancy. 
Good prenatal care undoubtedly has done much 
to minimize this complication and to assist pa- 
tients in the care of varices. The increased activ- 
ity of the modern woman in work and sports, 
short skirts, shorts, nylon stockings, and scanty 
swimming suits have all helped make patients 
and physicians acutely aware of varicosities. 
Treatment is justified when they are accom- 
panied by distress, aching, tiredness of the legs, 
nocturnal claudication, pruritus, fatigue, self- 
consciousness, irritability, and other symptoms. 
Varices are forerunners of edema, eczema, thick- 
ening of the tissues, pigmentation, varicose ul- 
cers, induration, and phlebitis, among other con- 
ditions. Fungal infections and pes planus often 
coexist. 

Familial tendency toward varices is definite. | 
am certain an endocrine factor must be involved 
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dilatation as early as the fourth to sixth week of 


hecause some women show a certain degree of 





pregnancy. ‘This re-emphasizes the loss of elastic 
tissue bulk in other areas. With increased blood 
volume and later pressure on the pelvic vessels, 
it is remarkable that not all patients have varices. 
Prompt subsidence of the veins occurs postpart- 
um in many instances. 

In the last 25 to 30 years a considered, ration- 
al, and logical approach to the treatment of vari- 
cosities has been developed. There are many pros 
and cons regarding the best antepartum treat- 
ment. We believe that conscientious conservative 
therapy suffices in most cases, and that risk of 
radical treatment during pregnancy is not justi- 
fied, small though it may be. We recommend a 
well fitting support from as early as possible in 
the pregnancy to some time after the patient has 
heen delivered. Vulval varices occasionally have 
given some difficulty, but use of a pad and an 
athletic type of support usually has been  suffi- 
cient to give relief. Few vulval varices have re- 
quired operation. We believe the following facts 
support our stand. 

1. Pregnancy is not a permanent condition 
except in most unusual families. 

2. Many varicosities disappear spontaneously 
or are much improved postpartum. 

3. During pregnancy, with blood volume in- 
creased and greater pressure in the veins, any 
operative procedure is certain to be attended with 
greater bleeding. 

4. More varices can develop later in_ preg- 
nancy, even though some have been removed. 

5. Our feeling is that high ligation and strip- 
ping of the varicosity is far superior to ligation 
and injection. It is more extensive, requires gen- 
eral anesthesia, and may take from two to five 
hours. We do not feel it is wise to subject a preg- 
nant woman, and her child, to such extensive 
procedures unless there is an emergency. In over 
99 per cent of pregnant women the varix is not 
an emergency. When most writers speak about 
operation during pregnancy, they are referring 
to ligation and injections. I agree that these 
measures are less formidable, but they also are 
less efficient. We set an arbitrary limit of six to 
eight months postpartum for the treatment of 
varicosities because : 

1. The mother’s tissues have returned fairly 
close to normal. She has begun convalescent re- 
covery, and many of the varicose veins have dis- 


appeared or regressed. 
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2. The child is at a better age to be cared for 
by some one other than the mother. We have in 
some instances advised patients who are young 
and in whom varices are not too extensive to de- 
lay surgery until the believe they have begotten 
most of their family. Fifty per cent of patients 
who have had veins stripped and again become 
pregnant may have recurrence of some varices. 

Our general procedure is to have the patient 
admitted to the hospital the afternoon before op- 
eration. The next morning, with the patient 
standing, all visible, dilated veins are marked 
with a 3 per cent aqeous solution of gentian 
violet. This permits delineation of the veins dur- 
ing surgery when the patient is recumbent and 
the veins are collapsed. The extremity is prepared 
by painting with iodine and removing the excess 
with alcohol. This fixes the gentian violet stain 
so that a vein will not be overlooked. Careful li- 
gavion of the saphenous vein at the saphenofem- 
oral junction is done, being sure to ligate all 
branches, and then—with an intraluminal strip- 
per or by dissection with hemostats—the saphen- 
ous vein and if necessary the lesser saphenous are 
removed, generally from below upward. We do 
not hesitate to make as many incisions as are 
necessary to obtain thorough and complete re- 
moval. Wounds are closed with silk except those 
of the groin where subcuticular wire is used. We 
have found this produces less reaction in an area 
where perspiration and infection may induce 
cellulitis. Elastic bandages are applied from the 
base of the toes well up onto the thigh. The 
following day the patient is ambulatory. 

The upper elastic bandage on the thigh is re- 
moved in 24 hours to facilitate walking. The low- 
er bandage from toe to knee is retained. The pa- 
tient is discharged on the fourth to fifth day and 
told to report to the office on the seventh day for 
removal of sutures. The elastic bandage or stock- 
ing is worn for several weeks or until all swelling 
has disappeared. Subsequent follow-ups are made 
at stated intervals and finally, yearly. Any small 
varix remaining may be injected in the future if 
necessary. We have used these procedures suc- 
cessfully for some 31 years. Our indications and 
contraindications for operation are logical and 
have given satisfactory results. 


Cerebral vascular lesions” 


When these lesions are associated with preg- 
nancy, the mortality reported is 40 per cent. 
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Their chief importance is the fact that often \ \ey 
are labeled erroneously as toxemias of pregna cy, 
because the patient has hypertension, cor ai. 
sions, coma, and albuminuria. Most writers ( 
scribe cerebral vascular aneurysms as conge) tal 
and with lack of elastic and muscle fibers 
stated, with its effect on elastic tissue, pregn: 
makes these areas vulnerable, especially in 
third trimester. The onset of headache, em 
convulsions, coma, loss of consciousness, sign 
meningeal irritation and neck rigidity, and 
casionally, signs of paralysis, should lead to « 
sideration not only of toxemia but also of 1. 
ture of a cerebral aneurysm. 

Pedowitz and Perell make a plea for more 1wu- 
rological consultations and lumbar punctures 
under circumstances in which the presence of 
blood will help diagnosis. They advocate bed rest, 
sedation, support, and an arteriogram after eiyht 
days. The surgical approach is either intracranial 
or, more often, internal or common carotid liga- 
tion. In their collected series 37 per cent died 
with the first attack, and 68 per cent of the sur- 
vivors died with the second attack. They conclude 
that operation at the right time is indicated. 
They also report that of 11 patients treated sur- 
gically, six were operated on during pregnancy 
without a maternal or fetal death.® This is sur- 
prising but the series is small. Our neurosurgeons 
consistently have followed conservative policy in 
the management of intracerebral vascular acci- 
dents of both types. Intracranial hemorrhage sec- 
ondary to hypertension and toxemia also is a 
source of similar clinical findings and has led 
many obstetricians to forego the use of oxytocic 
or vasopressor agents in normal pregnancies. 
This whole field needs further study, evaluation, 
and clarification. 


Summary 


Some of the vascular complications of preg- 
nancy have been reviewed and discussed. Sugges- 
tions are made for their care and treatment. 

901 David Whitney Bldg. 
Detroit 26, Mich. 
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Phonies 

There are so many claim-minded people 
around my area that it has become common for 
a person who has had a property damage auto 
accident to be asked by a neighbor or friend, 
“Aren't you even going to see a doctor?” Note 
the neighbor does not ask, “Were you hurt?” It 
is taken for granted that all anyone has to do to 


get paid for an injury claim is to see a doctor. 


By A Veteran Insurance Adjuster. I’m Fed Up 
with Phony Claims. J. of Am. Insurance. April 
1260, 
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A whale of a cure 


Several persons suffering from rheumatism 
have arrived at Eden en route for the Kiah 
whaling station, whither they are going for the 
purpose of the whale-bath cure. The treatment 
consists in the patient, divested of clothing, re- 
peatedly remaining for a long time in the in- 
terior of the dead whale. Some remarkable cures 
are said to have been effected by this treatment. 


The Sydney Morning Herald, October 18, 1899, 
reprinted in The Med. J. Australia, Feb. 13, 
1960. 
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Surgical Management of Cerebrovascular 


Insufficiency 


Cook County Hospiran 


MOpERATOR: 
Robert J. Freeark, M.D. 
Director of Surgical Education, Cook Coun- 
ty Hospital 

DISCUSSANT: 
Ormand (C. Julian, M.D. 
Professor of Surgery, University of Illinois 
College of Medicine; Attending Surgeon, 
Presbyterian-St.. Luke's and Illinois Re- 
search Hospitals 


Dr. Ropert J. FREEARK: 
deals with an age-old problem which has recently 


Our subject today 


undergone intensive reevaluation and some rather 
dramatic attempts toward its solution. As you 
know, the scope of vascular surgery in the last 
10 years has been practically boundless. After 
demonstrating truly remarkable progress in the 
correction of the life-endangering disorders of 
the heart and major vessels, the vascular surgeon 
next tackled the extremities and began concen- 
trating upon the salvage of patients’ limbs. The 
results were often little short of miraculous. 
Each conquest seemed to launch an entirely new 
field of endeavor. Now we find him attacking 
surgically the problems of circulation to the 
brain in a very ingenious and intriguing fashion. 
Whether you call it surgery of the carotid vessels, 
management of cerebral ischemia, or surgery 
for cerebrovascular accidents, the objective is 
quite clear. He has embarked upon an attempt 
to do something for those unfortunate patients 
who have experienced or are heading for a 
“stroke.” Medicine has for years recognized the 
warning signs of this impending catastrophe. In 
some instances we now can do something to 
forestall it. 
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The cerebral circulation 


This migration of the vascular surgeon from 
the thorax, abdomen and extremities to the 
region of the head and neck necessitates a brief 
review of the anatomy and principles involved 
in the cerebral circulation. To assist in the dis- 
cussion we have drawn on the blackboard (Fig. 
1) a rather diagramatic representation of the 
circulation to the brain. Lest our speaker be 
called upon to account for my inadequacies as an 
artist, let me emphasize certain anatomic points. 

You will note the brain derives its chief blood 
supply through the internal carotid and basilar 
arteries which eventually communicate within 
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the skull at what we have termed the circle of 


Willis. A significant additional source of collat- 
eral circulation is provided by the external carot- 
id ariery Which has a key anastomosis with the 
internal carotid-basilar system in the region of 
the orbit (opthalmic frontal anastomosis). These 
anasiomoses are often inadequate to maintain 
circulation to the brain cells when an internal 
occluded, As recall, the 
cells of the central nervous system are the most 


carotid artery Is you 
sensitive in the body to anoxia. The period of 
this circulation 
think it 


function 


time that one occlude 
varies With a number of factors, but I 
that 


5 minutes of complete anoxia and 


may 


would be fair to say brain cel] 


stops after 
irreversibly altered after several 
nore While 


completely interrupt all the arterial flow to an 


is probably 


minutes. most occlusions do not 
area of the brain, it is immediately obvious that 
the vascular surgeon has two special problems 
when dealing with the cerebral circulation: (1) 
the extremely short period of time within which 
he must effect his restorative procedures, and (2) 
selecting patients for surgical treatment who 
have not as vet undergone irreversible damage 
but seem headed in that direction. 

This, then, is the problem. If there is one 
man who has made strides toward its solution 
it is Dr. Ormand Julian. He is one of the out- 
standing cardiovascular surgeons in this country 


His 


plishments in the field of vascular surgery are 


and the world. contributions and accom- 
well known to most of vou and are a matter of 
record in the surgical and medical literature of 
the past two decades. Last year on his visit with 
us, he demonstrated at one of these Conferences 
the wide experience, scientific background, and 
surgical acumen for which he is famous. In 
addition, he proved himself a very entertaining 
and able teacher of the difficult subject with 
which he is concerned. 

We will begin with the presentation of the 


first case. 
Case 1. 


Dr. Epwarp BEHELER, surgical resident: 
This 33-year-old white male was admitted to 
the medical service on July 10, 1959, in a semi- 
comatose state with evidence of a left hemiple- 
gia. The history was limited to a few incoherent 
mumblings about being kicked in the neek ap- 


proximately one week previously. 
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On physical examination the head was found 
markedly deviated to the left. Attempts at move- 
ment elicited a painful His blood 
pressure was 120/80 mm. Hg, pulse rate 144 


response. 


per minute, respirations at the rate of 60 per 
103.2°F. Significant 
physical findings included evidence of a severe 


minute and temperature 
bilateral pneumonitis. There was evidence of 
a flaccid paralysis of the left upper and lower 
extremities with a positive Babinski on this side. 
Total paralysis of the entire left side of the 
The 


the right; the pupils were round, equal, and re- 


face was present. eyes were deviated to 
acted to light and in accommodation. There was 
no external evidence of cranial or cervical trau- 
ma. The common carotid and superficial tem- 
poral artery pulsations were present bilaterally. 

A spinal puncture made shortly after admis- 
sion revealed an opening pressure of 110 mm. 
of water with a clear fluid. Roentgenograms of 
the skull and cervical spine were reported neg- 
ative, 

Three days after admission neurologic deficit 
persisted, although the sensorium had cleared 
markedly. Pneumoencephalogram and right ¢a- 
rotid angiogram by the percutaneous method 
were carried out with somewhat equivocal results. 
Approximately one week later a limited explo- 
ration of the neck at the level of the right carot- 
id bifurcation revealed a thrombosis of the in- 
ternal carotid artery. 


Dr. FREEARK: 
x-ray films before we begin the discussion. 

Dr. WittiamM Meszaros, director, department 
of diagnostic radiology: The pneumoencephalo- 


Perhaps we should see the 


gram showed the ventricular system normal in 
size and position. The common carotid arterio- 
gram was made by percutaneous injection of 
50% Hypaque®. It showed, on the posteroan- 
terior view, the vessels of the scalp but not the 
internal carotid artery or its branches. This 
might be due to the fact that the needle was in 
the external carotid vessel by mistake, but on 
the lateral view the true state of affairs is vis- 
ualized. The external carotid artery is seen, and 
at the base of the film you can see the internal 
carotid is occluded at its origin so that there 
is no filling of the distal portion. There is com- 
plete occlusion of the proximal portion of the 
internal carotid artery about 1 em. distal to its 
origin from the common carotid vessel. 





Dr. FrREEARK: The history of trauma in this 
case was developed largely after the patient’s 
eensorium recovered. Thus, the pneumoencepha- 
logram and the numerous skull films were done 
initially for diagnostic purposes. When a reliable 
history was obtained and the findings of the ar- 
teriogram were available, exploration was carried 
out some two or three weeks after the injury. The 
patient showed very little recovery from his 
hemiplegia at the time of surgery, although 
the sensorium had cleared. Before discussing the 
operative procedure can you, Dr. Julian, give 
us some advice as to whether we can help 
this man? Could we have helped him on ad- 
mission had we known the true state of affairs? 

Dr. OrnMAND C. JuLian: Let me begin by re- 
viewing the pathogenesis of this man’s hemiple- 
gia. Closure of a peripheral artery after trauma 
is a fairly well recognized pathologic occurrence : 
but it is not necessarily a well recognized clinical 
occurrence, even when it occurs out in the ex- 
tremity where you can establish the absent pulse 
distal to the obstruction. There are many in- 
stances of acute arterial occlusion in which the 
interruption of arterial flow is difficult to detect 
because this kind of trauma (a direct blow) 
produces obstruction of an artery without evi- 
dence of hemorrhage. The lesion is best termed 
an intramural hematoma of the vessel. This is 
a very good term because the trauma apparently 
moves the layers of the vessels one on the other, 
interrupting the vasavasorum and _ permitting 
communication between the lumen of the vessel 
and the space below these layers, so that bleeding 
occurs into the wall of the blood vessel. When 
we look at sections from such an artery, we can 
see the hematoma in the wall of the blood vessel 
some place in the media. 

Occlusion of the lumen results because the 
mass of the hemorrhage or hematoma flattens 
the two intimal surfaces together. Complete oc- 
clusion of the lumen may not occur at the time 
of injury; it may just be narrowed. We have two 
patients in whom occlusion occurred years after 
a fracture of the femur. The narrowed lumen 
finally occludes, however, so it does not make 
much difference in our history that we do not 
know when this patient was injured; it could 
have occurred a week before admission, and com- 
plete occlusion of a vessel in the neck may have 
occurred at any time thereafter. What is more 
important is to know how long he had had cere- 
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bral manifestations of acute occlusion. Thi in- 
formation would aid in deciding how much « ‘ort 
should be extended in trying to disocclud 
internal carotid artery. 

If, at the time of surgery for cerebral isch: 
the internal carotid artery is found compli ‘ely 
occluded in a patient whose symptoms are ch. on- 
ic, we have not had success in opening the ar 
If the artery is found to be incompletely) 
cluded, restoration of blood flow is possib|, 
the majority of cases. But some place in bet) 
these two pictures — the bright and dark on 
there must be a number of patients who 
be operated on immediately after complete 
clusion. 

In this patient at least three days had gon 
since complete occlusion manifested itself 
hemiplegia. I would think it unlikely that 
artery could be opened up. This artery in a 33- 
year-old male has undoubtedly been occluded by 
trauma without any external hemorrhage. It 
happened that the occluded artery is one that 
leads into the skull where a pulse cannot be pal- 
pated. This makes it more difficult to detect 
than if it had been a femoral artery. Neverthe- 
less, the picture is the same, and the mechanism 
is probably an intramural hematoma in the wall 
of this artery. Following occlusion, thrombosis 
will occur distal to this point, probably as far as 
the circle of Willis. 

The patient could probably never be restored 
to normal as far as his circulation is concerned 
because this artery had probably been occluded 
for too long a period. It would be hard to know 
how much good would have been accomplished 
had his carotid been opened this long after the 
cerebral damage. Occasionally it might be of 
benefit in relieving some of the clinical manifes- 
tations; but this certainly would not be exten- 
sive, and it would not be a very hopeful picture. 

The trauma in this patient must have been to 
the internal carotid artery. There is some indi- 
cation that this is so by the fact that there is 
a low bifurcation of the carotid, because the 
branches of the external carotid are low in the 
neck, as seen on the arteriogram. It was just 
bad luck for this person to have been kicked 
exactly in that place and to have such a low ori- 
gin of his internal carotid artery. 

Dr. FreEARK: In such a case should we be 
reluctant to do an arteriogram? Would it do any 
harm ? 
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Dix, JULIAN: I think you do not need to do 
it, ‘Che next time you encounter a patient with 
trauma to the neck, he will have the injury to 
the common carotid artery and you will be able 
to find it because the temporal pulse will be ab- 
sent, and the loss of pulsation of a vessel above 
the site of injury will tell you that the carotid 
artery is occluded. There will not be much point 
in doing an arteriogram. If you do an arterio- 
gram proximal to the obstruction, it will not 
tell you the state of the internal carotid artery 
beyond the obstruction because this vessel would 
not be filled. You would not do an arteriogram in 
such a case, and I would certainly explore the 
vessel in the neck. I think you should disregard 
the history of how long it has been occluded if 
you know there is complete occlusion of the com- 
mon carotid artery. The common carotid will be 
occluded far enough away from its bifurcation 
that there is sufficient circulation to keep the 
vessel open through the external carotid anasto- 
mosis with the opposite side via the lingual and 
the superior thyroid vessels. 

I would explore such a patient, even though 
he had hemiplegia, in the hope that I might 
improve this collateral circulation by opening 
up or by-passing the site of occlusion. In some 
cases the cellular dysfunction may be only partial 
and reversible with improved circulation. You 
would have the most hope of helping the patient 
within 30 minutes of onset of hemiplegia and 
diminishing hopes after that. Exploration would 
not be dangerous because it would be done under 
local anesthesia. 

Dr. FREEARK: What about the ophthalmody- 
namometer and other means advocated for de- 
tecting this internal carotid thrombosis ? 

Dr. Jutian: Actually an attempt to palpate 
the internal carotid artery pulse in the poster- 
olateral wall of the pharynx can be a helpful 
maneuver. My only criticism of it is that I may 
not be able to be sure that the pulse is absent. 
Occasionally you can feel a thrill over the in- 
ternal carotid artery region in the neck, or per- 
haps you hear a bruit in this area. All of these 
possibilities should be investigated. The ophthal- 
modynamometer is very helpful as a tool in some 
of these cases. The instrument permits an evalu- 
ation of the pressure in the retinal artery, which 
is a branch of the internal carotid system. By 


the application of measured pressure on the ocu- 
lar globe, one may establish the amount of pres- 
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sure required to occlude retinal artery pulsations. 
There is no normal retinal artery pressure, but 
it is the difference on the two sides that is signif- 
icant. A lowered retinal artery pressure on one 
side suggests internal carotid occlusion. 

Dr. Freeark: I believe that Dr. Champ Lyons 
reported a case of hemiplegia of 10 days’ dura- 


tion that he restored successfully by thromboen- 


darterectomy of the internal carotid. Certainly 
some hemiplegias recover spontaneously, but the 
result in his case was truly dramatic. He, too, 
prefers to treat them within minutes of the oc- 
clusion, however. Do you think with 10 days hav- 
ing elapsed we should try it? 

Dr. JuL1an: I think you should try, but I 
would not hold out much hope. 

Dr. BEHELER: Is the vessel that occludes from 
hemorrhages in the media useful again? 

Dr. Juan: The vessel is destroyed in this 
situation and quite thoroughly destroyed (illus- 
trating at blackboard). The give-away is that the 
vessel is always expanded in the area of the con- 
tusion. In treatment you have to remove the in- 
volved area; nothing else will do. It has to be re- 
moved a fair distance away from the place where 
the vessel begins to look or feel abnormal, be- 
cause hematoma may extend quite a distance 
from the site of the gross lesion. 


Case 2. 


Dr. Paut O’Brien, surgical resident: This 
64 year old white female was admitted to Cook 
County Hospital on July 22, 1959, with a minor 
laceration of the scalp sustained during a faint- 
ing spell. It was learned that she had had similar 
fainting spells for the past 5 years; this was con- 
firmed by her employer and subsequently ob- 
served on the ward. The attacks were variously 
described as consisting of bizarre motor behavior, 
such as walking in a circle with the arms out- 
stretched, or as a single faint with periods of 
amnesia. 

Physical examination disclosed a blood pres- 
sure of 150/80 mm. Hg, pulse rate of 96 per 
minute, respiratory rate of 16 per minute. Her 
general condition appeared good. The heart and 
lungs were within normal limits for the patient's 
age. There was no evidence of neurologic deficit 
or abnormality of the ocular fundi. Peripheral 
pulses were intact throughout with the exception 
of an absent left carotid pulsation. 

Laboratory studies revealed normal electro- 


411 





ve Mek SIEBER 


Figure 2. A typical example of internal carotid occlusion. Pre- and postoperative arteriograms. 


cardiogram, electroencephalogram, liver profile, 
urinalysis, and hemogram. 

On July 28, 1959, a retrograde left brachial 
arteriogram showed no filling of the left common 
carotid artery. The left vertebral artery appeared 
normal. Further diagnostic studies were under- 
taken and surgical intervention was proposed. 
However, reevaluation on Sept. 18, 1959, showed 
that the left carotid pulse was now palpable. 

Dr. FreEEARK: This patient was investigated 
by the service on the suspicion that she was hav- 
ing “little strokes” based on cerebral ischemia. 
The chief complaint of intermittent “spells” sug- 
gested that certain critical areas of the brain 
were receiving only a marginal blood supply. 
During certain periods of the day this blood sup- 


ply became inadequate for cellular function. 


However, since recovery without neurologic defi- 


cit always occurred, it was assumed that the 
ischemia was not severe enough to cause cell 
death or irreversible brain damage. With the de- 
tection of the absent left carotid pulse, we were 
encouraged by the prospect that her cerebral 


ischemia was on the basis of an occlusion of the 
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extracranial carotid vessels which might be dealt 
with surgically by endarterectomy or by-pass 
procedure. This was the basis for the retrograde 
brachial arteriogram in which the brachial artery 
the 


in an attempt 


was catheterized and catheter advanced 


toward the heart to visualize the 
entire common carotid artery on injection of the 
contrast media. 

We were somewhat distressed by two aspects 
of this patient’s clinical history: (1) The long 
duration (5 vears) of ischemic symptoms with- 
out a major stroke having occurred, and (2) the 
sudden reappearance of a previously absent €a- 
rotid pulsation. 

Dr. Meszaros, will you review the arteriograms 
for us? 

Dr. Meszaros: In this case the contrast media 
was injected through a catheter advanced into 


the arch of the aorta. The left subelavian and 
the vertebral artery are well visualized and ap- 
pear normal. We do not see any evidence of a 
carotid artery at all, and we initially felt that 
this was good evidence of occlusion of the com- 
mon carotid at its origin because almost always 
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we see some filling of the carotid. here remains, 
however, the distinct possibility that the catheter 
was not advanced far enough into the arch of the 
aorta to permit visualization of this vessel. With 
the return of pulses in this vessel we became sus- 


icious that this might be the case. 
ple! B 


Dr. Julian, how far should we go in saying 
there is evidence of occlusion of the carotid when 
we do brachial arteriograms and see no contrast 


media in the carotid ? 


The 
open, and it could be missed on this arteriogram. 


Dr. JULIAN: carotid artery might be 
Unless the tip of the catheter gets into the aorta 
or even across to the right, the orifice of the ca- 
rotid could miss any dye that escapes because of 
the rapidity of the flow at this level. Whether it 
does escape it or whether this is good evidence 
of occlusion 1 do not know. We do not do left 
carotid angiograms in this way. 

This is an unusual case. | have never seen any- 
one who did bizarre things as the result of oc- 
disease. We 


somebody would not some day show some kind of 


clusive carotid have wondered if 
unusual behavior pattern, such as walking in a 
circle, on the basis of arterial insufficiency. Faint- 
ing is a frequent finding, but the other is infre- 
quent, 

The presence or absence of a carotid pulse is 
sometimes a difficult thing to determine, partic- 
ularly in an old person, because the carotid may 
curve a little and hide itself a little and you will 
feel and feel and not find it. Then all of a sud- 
den, you get it trapped and have a good strong 
pulse. The thing is rigid and unless you have it 
trapped against something, you do not feel it 
pulsate. It seems ridiculous that the carotid pulse 
should be questionable, but it is. This may ac- 
count for your changing physical findings. 

The subject under discussion today is the sur- 
gical management of cerebrovascular insufh- 
ciency. You might call this the preventable cere- 
brovascular accident. This second patient has not 
had a cerebrovascular accident vet in the sense 
{ permanent brain damage. What she perhaps 
has is intermittent attacks of cerebral ischemia, 
probably more marked on one side than the 
other, and she is about to have a stroke. If we 
can find the place where the artery is obstructed, 
it may turn out to be a place that will be op- 
rable; therefore, it will be a preventable cerebro- 
vascular accident. 
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I have a few slides I would like to show to 
emphasize some of the points made today. At 
the moment I would confine my remarks to the 
carotid system. The vertebral system also con- 
tributes much to the cerebral circulation, but this 
discussion will be concerned largely with occlu- 
sions of the internal carotid artery. These pa- 
tients have intermittent attacks; in other words, 
the symptoms of occlusion occur intermittently 
while the occlusion is probably constant. Even 
partial occlusion produces intermittent symptoms 
and signs of headache, weakness, confusion, 
nervousness, dizziness, and a very constant com- 
plaint of feeling tightness around the head. This 
ix surprisingly constant from patient to patient 
hut is intermittent in the given individual. The 
right leg and right arm may become weak ; there 
may be disturbance of speech. Transient blind- 
ness has occurred some 10 times in our group of 
51 patients. Fainting with complete loss of con- 
sciousness is a characteristic feature. 

The diagnosis of internal carotid occlusion 
should be considered in the presence of symptoms 
of cerebral ischemia associated with: 


Bruit and/or thrill over the carotid bifurea- 
tion in the upper neck, 

Decreased retinal artery pressure as meas- 
ured by the ophthalmodynamometer. 
Positive carotid Compression test. 

Absence or diminution of internal carotid 
or superior temporal artery pulses. 
Radiologic evidence of arterial occlusion. 


Table I summarizes our results in surgery of 
the carotid artery. We have divided our patients 
into three categories. There are 38 patients in 
Category I. All have had transient episodes of 
cerebral ischemia manifested by unilateral sen- 
sory or motor changes. Visual symptoms have 
varied anywhere from fogginess of vision to 
temporary blindness. Aphasia occurred when the 
artery to the dominant hemisphere was affected. 
Patients in this group are ideal candidates for 
direct arterial surgery. In this series of 38 pa- 
tients, blood flow was restored in each one, and 
33 have remained asymptomatic. 

Figure 2 shows a pre- and postoperative caro- 
tid arteriogram after removal of a calcified 
plaque (shown on picture): blood flow was re- 
stored and symptoms relieved. 

Endarterectomy has proved highly successful 


in the treatment of localized lesions of the carot- 
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id bifurcation. Figure 3 demonstrates the tech- 
nic of endarterectomy which is done under local 
anesthesia. 


Figure 3 


By-pass grafting is indicated where the lesion 
is more extensive and has been used in 13 pa- 
tients in our series (Fig. 4). 

Patients in Category ITI have a past history of 
a stroke and have residual neurologic abnormal- 
ities. We have not been able to restore blood flow 
in any of the 7 patients operated on. 

The clinical picture of patients in Category 
III is difficult to evaluate. There is evidence of 
mental deterioration, bilateral neurologic abnor- 
malities, and radiologic findings of multiple oc- 
clusions. Four patients had two-stage operations. 
Blood flow was restored in all and resulted in 
significant improvement in 4; 1 patient died and 
1 is unchanged. 

Dr. FrReEARK: You said you are not using a 
retrograde brachial arteriogram. How do you do 
it? 

Dr. JuLIAN: We do a percutaneous common 
carotid puncture. 

Dr. FREEARK: Do you use the ophthalmodyna- 
mometer ? 

Dr. JuLian: Yes; it is a valuable instrument 
and it is very easy to use. The pressure is applied 
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to the globe through the lid, and the end px 
in reading it are very sharp. 

Dr. FREEARK: Could you explain again 
it works ? 

Dr. JuLIAN: You apply a known amouni of 
pressure to the globe through the sclera. At the 
same time you watch the vessels inside ‘he 
fundus, measuring the amount of pressure it 
takes to stop pulsation and noting how mucl. it 
takes to empty the arterioles. This gives you the 
systolic and diastolic pressure in the retina. \ ou 
then compare the two sides. The instrument reads 
in millimeters of mercury. 

Dr. FREEARK: You are actually measuring 
ophthalmic artery pressure by assessing the pres- 
sure in the retinal artery. The ophthalmic is a 
branch of the internal carotid artery. If the in- 
ternal carotid artery is completely occluded, do 
you have a retinal pressure of significance ? 

Dr. JULIAN: Yes, because of the collateral cir- 
culation from the opposite side or the external 
carotid on the same side. 

Now I would like to show you a movie which 
will illustrate some different ways of surgical ap- 
proach. The picture begins at the time of surgery. 
You will see the characteristic enlargement of 
the internal carotid artery, which is very soft 
above and below but hard in the middle where it 
is occluded. The only thing that is time consum- 
ing is that sometimes the intima at the top may 
be thickened. If it is, it must be tacked down 
with fine silk suture put in through the wall of 


r 
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Figure 4 
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the vessel. We do not close the vessel over a 
catheter because there is lots of room in which 
to work. 

[1 this movie you will see what we do when 
there is obstruction in the region of the common 
carotid artery. This occurred eight times in our 
ries. The patient in question had a right hemi- 
plegia and had been having subsequent little 
strokes. Her family doctor found nothing but 
gallstones; so they took out the gallbladder and 
she had her stroke while under the anesthetic. 
The common carotid and internal carotid arteries 
were occluded. When this occurs, thrombosis ad- 
vances up the entire internal carotid as far as 
the first major bifurcation within the skull. The 
offending thrombus was removed, but little evi- 
dence of back bleeding was obtained. We worked 
for a reasonable time with suckers and tubes and 
could never get a back flow; so we clamped it. 

This is the kind of case we have struck out 
on each time, that is, when there is complete oc- 
clusion of the internal carotid. It is conceivable 
that someday with a good method of getting con- 
trol distally inside the skull, one might try even 
harder to clear out the entire internal carotid 
from the neck side. As it is now, you can visual- 
ize how you might perforate the artery within 
the skull or even push the clot in front of the 
instruments up into the skull so that it might go 
both ways in the circle of Willis and make the 
situation worse. If we could get a flap raised on 
the side of the head and identify and isolate the 
internal carotid inside the skull, there might be 
some future for this kind of case. 

QUESTION: Do you ever use a vasodilator such 
as papaverine in partial occlusion ? 

Dr. JuLtIAN: No, A good many of the patients 
we see are asymptomatic when we see them. We 
get the history of their “little strokes,” make ob- 
servations that are objective, and go ahead and 
operate. So far as vasodilators are concerned, I 
might say that at one time or another we do a 
stellate block through the wound and put a lot of 
novoeaine around the stellate ganglion. 

Dr. FrEEARK: Have you operated on an acute 
cerebrovascular accident within the first few 
hours ? 

Dr. JuLIAN: No, we haven’t yet. Dr. Reynolds 
ai the old St. Luke’s Hospital did one within 
four hours and the patient’s hemiplegia was not 
immediately better, nor did he recover complete- 


ly even afterwards. 
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QuEsTIoN: Do you use anticoagulants ? 

Dr. Juttan: Yes, during surgery we put a 
little heparin and saline into the internal carot- 
id. We usually use 20 to 40 mg. of heparin sub- 
cutaneously every 3 to 6 hours after surgery, de- 
pending upon the size of the patient, and so on. 
We discontinue this before the patient leaves the 
hospital. 

QuESTION: With a history of constant head- 
ache and hypertension but no other findings ex- 
cept fainting spells, would you think a patient 
would be a candidate for such a surgical proce- 
dure? 

Dr. JuLtiaAn: No. I don’t think those three 
things would particularly lead you to operate on 
the patient, but they would lead you to do a com- 
plete vascular work-up during which you would 
listen to the carotid, and if you found a bruit 
vou would wonder whether to operate or not. We 
have patients in whom the problem is not what 
to do but which to do first. I would not put any 
age limit on this procedure; our oldest patient 


> naw 
is ¢6. 


Dr. FReEEARK: Dr. Julian, once again we have 
had a most profitable hour. You have more than 
fulfilled the promises of your performance last 
year which we enjoyed so much, and we thank 
you kindly for your excellent presentation. 

For the benefit of the house staff, we have pre- 
pared a summary of this subject. It may prove 
helpful as a review or to clear up any additional 
questions on material presented. 


Points to Remember in Surgical 
Management of Cerebrovascular 
Insufficiency 


1. The brain, like the myocardium or muscles 
of the leg, may manifest symptoms of ischemia 
which are transient, reversible, and constitute a 
prelude to infarction or encephalomalacia. 

2. While these symptoms may arise from 
atherosclerotic narrowing of the intracranial 
arteries, a large percentage are on the basis of 
plaques in the extracranial segments of the carot- 
id and vertebral vessels. 

3. Occlusive disease of the carotid system is 
usually (90%) found at the bifurcation of the 
common carotid. An involvement of the carotid 
at its origin from aorta or innominate artery ac- 
counts for the remainder. The cause of the dis- 
ease is atherosclerosis, and occlusion results when 
a small plaque in the intima ulcerates, becomes 
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involved with clot, and enlarges to produce ste- 
nosis or occlusion. 
4. The severity of svimptoms produced are de- 
termined by the: 
a) Location of the occlusion (common or 
internal carotid). 
b) Extent of completeness of occlusion. 
¢) Degree of collateral circulation in the 
intracranial vessels (circle of Willis). 


d 


— 


Degree of collateral circulation through 
the external carotid vessels (facial ar- 
tery to ophthalmic artery). 
e) Status of vertebral arterial circulation. 
f) Changes in systemic blood pressure (e.g., 
myocardial infarction or postural hypo- 
tension may precipitate attacks). 

5. The diagnosis should be considered in the 
presence of episodic neurologic symptoms, es- 
pecially in association with abnormalities of the 
carotid pulse, or murmurs or thrills at the caro- 
tid bifurcation. The neurologic symptoms may 
consist of blindness, aphasia, paralysis, paresthe- 
slas, Or impairments of Consciousness. 

6. In addition to auscultation of the neck and 
careful neurologic examination, the physical ex- 
amination should include a search for pulses and 
determination of blood pressure in both arms to 
the 


contralateral or 


involvement of other branches of 


The 


ipsilateral carotid occlusion by digital pressure 


detect 


aortic arch. response to 


should also be recorded. 


7. Since no method of palpation of pulses 
the neck serves to identify internal carotid —«- 





clusions, frequent recourse to arteriography is 


essential in patients with the “little stroke” s\ y- 


drome, 


8. The major indication for surgical intery: n- 


tion is symptoms of cerebral ischemia with: ut 


evidence of infarction. The following generalisa- 


tions are possible: 


a) Patients with obstructing lesions of ‘he 


arch of the aorta, regardless of extent, 
and all of those with partial lesions of 
the 
able candidates. ' 


internal carotid artery are favor- 


b) Patients with complete occlusion of the 


9. Surgical 


internal carotid are not candidates \n- 
less explored within a few hours after 
the onset of symptoms. 

the use of 


treatment involves 


thromboendarterectomy in which the inner dis- 


eased 


portion of the arterial wall is removed or 


by-passed with an arterial graft. 


10. 
clude: 





Supportive measures during surgery in- 


a) Minimal anesthesia and premedication. 

b) Hypothermia to minimize effects of 
cerebral ischemia. 

¢) Temporary shunts around the diseased 
artery using polvethvlene tubing and 


large bore needles, 
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Prevention and Early 


Of Chronic Illness in 


Henry T. Ricketts, M.D.**, Chicago 
{ is appropriate to start this discussion with a 

I list of the principal chronic diseases to which 
aged individualy are prone: 

cardioviscular disease nutritional disorders 

cancer impaired vision 
diabetes deafness 
arthritis prostatism in men 

mental and emotional disturbances 

A moment’s reflection brings the realization 

that only one or two of these disorders are lim- 
ited to the aged. Most of them are seen in child- 
hood, and even atherosclerosis, especially of the 
coronary arteries, occurs in men in their twenties. 
Thus, the prevention and early detection of 
chronic illness are not confined to geriatrics but 
are a part of good medical care in all age groups. 
This is not to deny that the diseases we have 
listed are more common in old age, that the 
milieu in which they occur may be rather special, 
or that their manifestations and indeed their 
treatment often are influenced by age. 


Prevention 

How can these chronic ailments be prevented ? 
We are speaking now of primary prevention, the 
prevention of the occurrence of disease, not sec- 
ondary prevention by which we seek to avoid 
the progression or complications of existing 
disease. We are dealing with well people who 
must be told what to do to avoid becoming ill. 
How do we reach well people? Rarely through 
individual doctors, for most people who go to 
a doctor are already ill. Whatever we have to tell 
the public must be broadcast widely by sources 
of health education such as medical societies, 


*This is the fourth series of articles sponsored by the 
Committee on Aging. 

Presented before the Conference on Aging, ISMS, 
Springfield, September 27, 1959. 

**Professor, Department of Medicine, University of 
Chicago; Chairman, Board of Governors, Institute 
of Medicine, Chicago; Member, Committee on Aging, 
Illinois State Medical Society. 
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Detection 


the Aged’ 


voluntary health organizations, and governmental 
health departments. And it must be conveyed in 
time to do some good, which means when people 
are young or middle aged, not already old. Some 
will listen. Many more will not, and this con- 
stitutes our first obstacle. 

The second is that we don’t know much about 
the prevention of chronic illness because we 
don’t know much about its causes. What we do 
know, of course, we should pass on to the public, 
but we must be careful to tell them facts, not 
theories. Take arteriosclerosis, the chief enemy 
of the aged. Can we state with any certainty 
what causes it? It is now well established that the 
substitution of polyunsaturated fats for animal 
fats in the diet lowers serum cholesterol levels; 
but, despite much direct evidence in animals, it 
is far from proved that excessive concentrations 
of cholesterol in the blood actually produce 
atherosclerosis in man. Are we then jusified in 
advising the public to avoid animal fats from 
childhood on? 

The close association between coronary disease 
and cancer of the lung, on the one hand, and 
heavy cigarette smoking on the other has been 
amply demonstrated even though a causal re- 
lationship has not been fully proved. The public 
should know these facts. They should know, too, 
that excessive sunlight causes skin cancer in 
some individuals and that chronic irritants may 
induce cancer in various places as tobacco does 
in the mouth. But we cannot as yet give any 
rules for the avoidance of malignancies of, for 
instance, the breast, gastrointestinal tract, and 
prostate. 

With the rapid advance of knowledge in the 
field of diabetes, we may be on the threshold of 
discovering how to prevent the disease in those 
predisposed to it by heredity. Today, however, 
we can only caution against obesity in the hope 
that maintenance of normal body weight will 
postpone, if it does not forestall forever, the 
onset of glycosuria. Both obesity and its opposite, 
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malnutrition, so common in the aged, are par- 
ticularly amenable to public health education, 
and much is being done already to inform our 
citizens on these subjects. 

The mental disturbances of old age are espe- 
cially distressing. In many cases they are the 
result of organic disease, either in the brain or 
elsewhere, and their prevention, if possible at all, 
is the prevention of the underlying disorders, if 
this is possible. The prevention of some of the 
primary psychoneuroses must of course begin 
in early life, for we can do nothing about it when 
the person is eighty. In other cases the emotional 
disturbances that naturally occur with the death 
of a spouse, the passing of old friends, the loss 
of physical faculties, and the threat of economic 
insecurity present difficult problems that can be 
met only in part by the active support of the re- 
maining family and the sympathetic attention of 
a physician, minister, or social worker. 

I have said enough to indicate that, with some 
exceptions, we do not have the knowledge to do 
an effective job of preventing chronic disease in 
the aged. The crying need is for research into 
its causes, and despite wide-spread interest and 


activity, research is slow in producing results. 
Meanwhile, an enlarged program of health 
education will keep at least a portion of the 
public abreast of developments. 


Early detection 


The early detection of disease is important 
not only because some conditions can be cured 
but also because some that are not fully curable 
can be prevented from progressing. Blindness, 
for example, often can be avoided in glaucoma 
and vascular complications in diabetes. 

In the detection of incipient chronic dis- 
orders, as in their primary prevention, public 
health education must play a leading role. 
People must be taught the warning symptoms 
of disease, but in such a way as not to alarm 
them; and they must be urged to see a physi- 
cian if such symptoms appear. 

Perhaps this is the place to make the point 
that the doctor’s office, or the clinic, is the 
best detection center we have. There is no sub- 
stitute for personal contact between the in- 
dividual physician and the individual patient. 
The problem is to get the two together. 

Ideally, of course, disease should be discovered 
before it produces symptoms. If this were fol- 
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lowed to its logical conclusion, it would 1) oan 
that everyone should have a physical exan ia- 
tion and various laboratory tests at least | ace 
a year. Obviously this is impossible. Never ill 
everyone do it, and if everyone did there w. uld 
not be enough doctors to go around. There are 
other drawbacks to the annual “check-up” for 
all apparently well people. While many disoi ‘ers 
can be picked up early by simple methods, 1 \ere 
are others such as internal cancer that wil’ be 
missed unless expensive X-ray and ancillary 
procedures are employed. And even with these, 
very small lesions may be overlooked. Moreover, 
there can be no assurance that a disease process 
will not begin within a month or so after a 
Finally, a 


false sense of security engendered in the indi- 


completely negative examination. 


vidual who has passed such a survey iiay 
prevent him from seeking medical advice for 
symptoms that appear later. These criticisms of 
the wholesale annual “check-up” are cited not 
to discourage its expansion, for it could be used 
more widely than at present, but to point out 
that it has limitations that should be recognized. 

Multiple screening procedures on a mass basis 
have been attempted as one solution to the prob- 
lem. The tests have included a chest x-ray; 
blood samples for syphilis, diabetes and anemia; 
urinalysis; and measurements of height, weight, 
vision and hearing. Such screening unquestion- 
ably has detected a significant amount of un- 
suspected disease, but it too has serious dis- 
advantages. Its greatest success has been in 
selected, almost “captive,” population groups, 
and its extension to the public at large is nearly 
as impractical as is the universal physical ex- 
amination. Smillie? states that negative results 
are obtained in about 960 individuals out of 
1000 subjected to multiphasie screening. Com- 
prehensive mass testing is thus very expensive 
in relation to positive cases found. Furthermore, 
although these procedures have about reached 
the limit of feasibility in terms of completeness, 
cost, and time consumed, they still leave many 
areas of potential disease untouched. 

Screening is worthless unless there is effec 
tive follow-up by which positive cases are re- 
ferred to physicians. Experience has shown that 
many screenees have no physician to whom they 
can be referred. Of those who do, a variable and 
often disappointing fraction follow the advice 
of the screening center that he be consulted. 
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Of ‘hose who do consult their physicians, a 
further variable and discouraging fraction fail 
to receive the proper additional examination. 

Parenthetically, the most successful mecha- 
nism: for the mass detection of chronic illness, 
aside from serologic tests for syphilis, has been 
the mobile x-ray unit with its limited objective, 
originally, of finding a communicable disease— 
tuberculosis. Its later application to the diag- 
nosis of other lung lesions and heart disease 
has been practical because it has involved no 
additional technies. 


Physician’s role 


We return, then, to the physician as the key- 
stone of the early detection of chronic illness. 
Among the inhabitants of institutions and homes 
for the aged for whom he is responsible, there 
is a ready-made opportunity for him to carry 
the 
most complete sense of the term, i.e., by taking 


out “multiphasic sereening” in best and 
a careful history, performing a good physical 
examination, and ordering the standard labo- 
ratory tests of blood and urine, with more elabo- 
rate procedures as indicated. Of the old people 
outside of such homes and institutions he can 
reach only those who come to him voluntarily 
hecause of symptoms or because of pressure 
from families or the persuasion of health edu- 
cation programs. The finding of incipient dis- 
ease in such persons, again, begins with the 
usual history and physical and laboratory ex- 
aminations that characterize good medical prac- 
tice. Areas that should not be neglected, par- 
ticularly in the elderly, are social history, food 


habits, mental status, cardiovascular appraisal 


including an electrocardiogram, pelvic and rectal 
examinations including proctoseopy, measure- 
ment of body weight, and tests of hearing and 
vision, Routine laboratory procedures should in- 
clude a chest film, a postprandial blood sugar 
determination, and tests for oceult blood in the 
stools. All of these, it should be noted, can be 
done at only moderate expense, and most of 
them in the physician’s office. 

If the doctor is, as we have said, the key 
figure in the early detection of disease, we must 
see to it that he is frequently reminded of his 
obligation and exhorted to practice his art with 
preventive aspects constantly in mind. Profes- 
sional education, then, is just as important as 
publie health the against 


education in war 
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chronic illness; and medical societies such as 
this have the opportunity and the duty to keep 
their members interested and informed. 

The role of the medical profession, however, 
needs to be considered at a much earlier stage 
than this. The growth of preventive medicine 
will require many more physicians than we have 
now. Today’s doctors are more than busy taking 
care of the sick, and we are going to have more 
of the sick as our citizens become both more 
numerous and older. If it is true that the peri- 
odic examination of the well—even a sizeable 
fraction of them—and the early detection of 
incipient disease need to be done on a larger 
scale, then we must increase the number of our 
medical graduates. In this country, among a 
population of roughly 170 million we have 30,000 
medical students. In Russia, with a population 
of approximately 200 million, there are 150,000 
medical students, or five times our number. ‘To 
what extent these will be used for preventive 
purposes is difficult to say, but the man power 
will be available. Certainly the cost of a greatly 
expanded program of medical education in the 
United States enormous, but it is 
enough to point out that the Russians have 
managed it. Furthermore, they pay their stu- 
dents instead of charging them. 


would be 


Community program 


What can be done on a community level? Per- 
haps the most effective mechanism is the es- 
tablishment of programs of health education. 
This can be initiated and backed by the county 
medical society, but here a word of caution is 
in order. It must be done quietly. A flamboyant 
campaign by the profession would be both un- 
dignified and suspected by the public as a bid 
for business. What is needed is a lay organiza- 
tion of prominent citizens that can take the 
lead, with physicians supporting the program 
behind the scenes. 

The media that can be employed to reach the 
public include radio and television broadcasts ; 
articles in the local newspapers; posters and 
literature placed in strategie places ; and lectures 
by outside medical before church 
groups, Rotary, Kiwanis, and parents’ associa- 
tions. It is a pity that advantage is not taken 
oftener of the visiting lecturer to the medical 
society who could just as well address a lay 
group on some health subject at a different hour. 


speakers 
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Much can be gained by utilizing informational 
material of national voluntary health organiza- 
tions such as the American Heart 
The American Cancer Society, and others. The 


Association, 


annual diabetes detection campaign, sponsored 
by the American Diabetes Association and em- 
phasizing case finding and education, not fund 
raising, lends itself admirably to community 
exploitation. 

Finally, don’t forget the local health depart- 
ment. Many doctors look with suspicion on the 
growing activities of governmental health agen- 
cies, be they federal, state, county, or city; and 
I admit that in some areas suspicion is justified. 
I see no menace, however, in the participation 
of health departments in the informational as- 
pects of public health education; and certainly, 
so far as the detection of communicable disease 
is concerned, their cooperation is not only de- 


sirable but necessary. 


Diabetes and alcohol 


It is interesting to note that none of our pres- 
ent authorities have definitely prohibited alcohol 
in diabetes. Joslin, whose views on alcohol 
may be extreme, occasionally allows certain pa- 
tients to have it, provided they take no more than 
2 oz. of whisky daily and that they consider its 
calorie content. He recognizes that alcohol is not 
converted into sugar or acetone in the body, but 
does produce a return of glycosuria and other 
symptoms when added to the diabetic diet in 
quantities exceeding caloric tolerance. Some in- 
ternists advise caution with champagne and 
cocktails which are high calorically. 

All physicians who tolerate social drinking 
among their diabetic patients should be care- 
ful to warn them about the difficulty of differ- 
entiating insulin shock from alcoholic symptoms 
and should also advise them to carry credentials 
which would make their condition known if they 
should collapse unexpectedly with alcohol on 
their breath. Matthew Ferguson, M.D. and Sister 
Michael Marie, M.D. Alcohol in Clinical Medi- 


cine. GP January 1960. 
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Summary 


‘To summarize, the primary prevention of 1. ost 
chronic illness awaits the discovery of its cai 
The early detection of chronic disease, in 
last analysis, remains the responsibility of 
individual physician. If he is to play his pr: 
role, two things must happen: (1) People 1 
be educated to seek his 
phylactically, then when ostensibly minor sy 


services, if not 


toms appear; and (2) we must train many } 


physicians in proportion to our popula 
Meanwhile, much can be done at the commu 
level by the laity, by the profession, and by 
local health departments to further the public’ 
understanding of disease to the end that 
meaning of symptoms may be appreciated and 
medical advice sought before it is too late. 
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Multiphasic 


Togetherness 


[ am reminded of the lady psychiatrist at the 
theater who suddenly felt herself being pinched 
by the man in the next seat. At first quite 
alarmed, she soon quieted herself by thinking: 
“Well, after all, that’s his problem, not mine.” 

Universities, medical schools, and hospitals 
have been pinching each other for a long time; in 
fact, on occasions they have even been known 
to claw at each other. The time has passed, how- 
ever, when either a medical school or its hospital 
can say to the other with respect to medical ed- 
ucation: “That’s your problem, not mine!” 

I do not know whether the lady psychiatrist 
and her annoyer ever got married and made his 
problem their problem, but we do know that more 
and more medical schools and hospitals are being 
joined in wedlock, and thus officially making 
medical education, both undergraduate and grad- 
uate, their common responsibility. Donald (. 
Anderson, M.D., Graduate Education in Med- 
icine — Whose Responsibility? Boston Med. 


Quart. December 1959. 
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Dietary Lipemia 





And the Clearing Factor 


H. ENGELBERG, M.D., Los Angeles 


Most ingested fats, following absorption, en- 
ter the chyle and are discharged into the blood- 
stream via the thoracic duct in the form of large 
particles known as chylomicrons. The question 
of the exit of these micromolecules from the cir- 
culation is an intriguing subject on several 
counts. Physiologically, the organism faces the 
problem of the rapid removal of innumerable 
large fat globules dispersed in an aqueous medi- 
um, a problem which presents itself three times 
every day after meals. The situation is compli- 
cated by the fact that the capillary walls are 
relatively impermeable to chylomicrons whose 
molecular weight is of the order of several mil- 
lion. At the clinical level, there is possibly a 
relationship between disturbances in the normal 
pathway(s) for the removal of alimentary fat 
from the blood and the development of athero- 
sclerosis. All published studies of fat tolerance 
have shown that, on the average, the rate of re- 
moval of a standard fat load is slower in athero- 
sclerotic individuals than in matched normal 
controls. Thus, the increased serum lipids and 
cholesterol found in many coronary patients, and 
accepted by nearly all investigators as one of the 
important factors in atherogenesis, may well 
result from some defect in or malfunction of the 
normal fat clearing mechanism. 

A brief description of the state of circulating 
lipids is obligatory in any discussion of mechan- 
isms involved in fat transport. Lipids do not 
exist in plasma as isolated molecules of free or 
esterified cholesterol, phospholipid or neutral fat, 


While the Nutrition Committee of the Chicago Heart 
Association is sponsoring this article, the opinions ex- 
bressed are those of the author and do not necessarily 
represent the official view of that committee. 
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but are bound together with protein in the form 
of complex lipoproteins. These lipoproteins form 
a spectrum of compounds of varying size and 
density, ranging from the largest particles of 
lowest density, the chylomicrons, down to the 
smallest particle of highest density. They can 
be separated grossly into A and B-lipoproteins 
by electrophoretic or chemical technics, and de- 
fined quantitatively by ulracentrifugal analysis 
into high and low density lipoproteins of varying 
Sf classes, 

In general, chemical analysis of isolated frac- 
tions has shown that as one proceeds from the 
largest to the smallest lipoproteins, the percen- 
tage of total and esterified cholesterol, phospho- 
lipid, and protein is increased and the trigly- 
ceride content decreased. Following a meal con- 
taining fats, the blood is particularly rich in 
chylomicrons which predominantly contain 
triglyceride. The triglyceride functions as the 
major vehicle for the transport of esterified fatty 
acids in plasma with the most rapid turnover 
rate. 


Enzymatic action 


In recent vears an enzymatic process, called the 
lipemia clearing factor, has been uncovered which 
may well play the major role in removal of post- 
alimentary triglyceride from the bloodstream. 
Briefly, it was found in 1943 that heparin abol- 
ished alimentary lipemia in vivo.t It was demon- 
strated that postheparin plasma cleared lipemia 
in vitro. The nature of the lipid alterations in- 
volved in “clearing” was understood when it was 
observed that chylomicrons and the larger low- 
density lipoproteins rapidly disappeared from 
the plasma with a concomitant loss of fat from 
the bloodstream following injection of heparin.? 
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Subsequent investigation disclosed that a true 
lipolysis of neutral fat occurred with a splitting 
off of unesterified fatty acids and glycerol and 
the appearance of smaller, more dense lipopro- 
teins. The essential function of albumin in this 
reaction as a carrier molecule for free fatty acid 
was then established. Finally, the active lipolytic 
substance was found in the hearts of normal rats 
and in the plasma of some human subjects® with- 
out prior injection of heparin, the lipoprotein 
nature of its substrate was defined, and it was 
more accurately named heparin-activated lipo- 
protein lipase.* The demonstration of the exis- 
tence of the enzyme without the use of exogenous 
heparin established that it was not simply an in- 
teresting artificial phenomenon but normal sub- 
stance in the body. 

What of its function in fat clearing? Space 
does not permit more than an outline of volum- 
inous evidence supporting this concept, but it 
has been more thoroughly presented elsewhere.® 
We may note the following major points. Hep- 
arin is apparently a component of the enzyme, 
and heparin is normally present in the plasma in 
substantial quantites (1-2 mg./L). Fat intake 
may stimulate lipemia clearing factor in animals 
and man. In some humans enough of this enzy- 
matic activity has been demonstrated in the plas- 
ma to account for the removal of four to five 
grams of neutral fat per hour. In the majority 
it has not been found, but this can be explained 
by its functioning at the capillary wall ‘and the 
interesting fact that the enzyme is itself inacti- 
vated during the fat-splitting process. 

Lipemia clearing factor is present in the plas- 
ma in 10-20 per cent of humans, and it is quali- 
tatively identical to the post heparin lipolytic 


enzyme in 90 per cent of these individuals. The 


low-density lipoproteins (high in _ triglyceride 
content) were statistically significantly decreased 
in those subjects in whom lipemia clearing factor 
was present in the plasma (651 mg.% vs 753 
mg.%). Furthermore, circulating heparin levels 
were higher in patients with lower levels of the 
low-density lipoproteins. In animals and man 
anti-heparin substances such as protamine or 


toluidine blue cause an increase in lipemia 
a delay in removal of fat from the bloodstr 
Finally, the injection of radioactive labeled 
lomicrons is rapidly followed by the appeai 
of most of the radioactivity in the plasma 
fatty acids, suggesting an intimate relation 
between the removal of chylomicrons and 
lipolysis of their triglyceride component. 

Two other possible pathways for chylomi 
removal from the plasma have been sugge- 
the reticulo-endothelial system and the 
parenchyma. The former certainly functior 
the removal of foreign material, but fat has 
heen demonstrated in the r-e cells when it is 
mally ingested or when it is injected as nor 
chylomicrons. Furthermore, blockade of th 
system does not delay the removal of chyl 
crons as such. The role of the liver, however, 
needs further evaluation. Chylomicrons do come 
into direct contact with liver cells as the liver 
sinusoidal walls have many gaps which allow the 
passage of large particles. However, the liver has 
no lipase, and liver function is normal in the 
great majority of patients with increased serum 
lipid levels, 

One final bit of clinical evidence should be 
mentioned. Patients with nephrosis and essen- 
tial hyperlipemia have markedly elevated serum 
triglycerides and have no known defect in reticu- 
lo-endothelial or liver function. However, an in- 
terference, of one type or another, with the 
heparin lipemia clearing factor does exist. Thus. 
in man the clinical and laboratory evidence avail- 
able to date indicates that the heparin lipopro- 
tein lipase machanism has the central role in 
the clearing of alimentary lipemia from the 
bloodstream, functioning in this regard much 
like insulin does in relation to carbohydrates. 
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Eye Complications 





Resulting from Systemic Medication’ 


RicHaArD A, Perritt, M.D., Chicago 


We have all been perplexed at some time by 
the patient who still has symptoms referable to 
his eyes even though a comprehensive examina- 
tion has not revealed the cause. It is at this stage 
that I retrace my steps and start with a careful 
evaluation of every facet of the patient’s history 

that of his family, of his general health, and 
of all the regular or intermittent medication he 
takes. 

While this article is not intended to include 
every possible eye condition produced by systemic 
medication, a few are common enough to warrant 
emphasis. 

Belladonna and its alkaloids in spastic colon 
have induced glaucoma in susceptible individuals, 
and every physician should be alerted to this 
possibility. Artane and caramiphen, efficacious 
in the symptomatic treatment of parkinsonism, 
in some patients cause blurred vision, mydriasis, 
headaches, dizziness, epigastric distress, and 
nausea, 

Large doses of the barbiturates (Amytal®, 
dial, pentobarbital 
phenobarbital, and Seconal®) produce dilata- 
cerebral blood 
permeability of the capillary bed. One massive 
dose or relatively large amounts taken over a 
long period may produce the toxic symptoms 


veronal, evipal, sodium, 


tion of vessels and increase 


of ptosis, extraocular palsies, nystagmus, and 
transitory loss of vision. 

Ephedrine and benzedrine (used in upper 
respiratory infections) cause such toxic effects 
as blurring of vision and dilated pupils. Bromides 
are used frequently and constitute a part of 
many patent medicines used for nervous dis- 
orders. They are absorbed rapidly and excreted 
slowly. They replace the chlorides in the blood, 
consequently a high salt intake reduces the likeli- 


"Presented before Section on Eye, Ear, Nose and 
Throat, 119th Annual Meeting, Illinois State Medical 
Society, May 19, 1959. 
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hood of bromide poisoning. Eye symptoms 
include blurred vision, dilated pupils, and head- 
ache. Hanes advises blood bromide determination 
in every individual with a neuropsychiatric tend- 
ency.” 

Color vision may be affected by commonly 
prescribed medication. Patients receiving san- 
tonin or extract of male fern to combat intestinal 
worms, may notice xanthopsia (yellow vision) ; 
and the optic dises may show pallor. The digital- 
ized patient may see everything green, blue, or 
yellow; or strangely, he sees things white, as 
though covered with snow. In addition, floating 
spots may be apparent. 

Quinine, used in the treatment of malaria or 
leg cramps, (15 grains to 1 ounce) can induce 
toxic amblyopia in the susceptible individual. 
The earliest finding is haziness of the dise mar- 
gins and constriction of retinal arteries. The 
vision returns finally. 

Diplopia can arise without any actual paralysis 
of the eye muscle and the reverse is true — i.e., 
partial or complete paralysis of an ocular muscle 
does not always produce double images. Even 
intelligent individuals do not always recognize 
double images; they simply complain of fuzzy 
or dazzling vision. The condition also can arise 
from cardiovascular dizziness, intracranial an- 
eurysm, injury, neoplasm, abscess, syphilis, dia- 
betes, hyperthyroidism, meningitis, exogenous 
poisons, lesions of the sinuses, myasthenia gravis, 
spinal puncture, encephalogram, and cranial 
exploration. Metamarphopsia is not always due 
to macular changes; partial calcarine lesions, 
cerebellar disturbances, and disease of the laby- 
rinth can produce alterations in the shape of the 
objects seen. 

Cobra venom, to relieve pain from diverse 
causes, increases visual acuity and widens visual 
fields for red and green, as reported by Macht.® 
Chloromycetin, effective against many infections 
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caused by rickettsial organisms, certain viruses, 
gram negative bacteria, and gram positive or- 
ganisms, is excreted mainly by the kidneys. Be- 
sides aplastic anemia, optic neuritis has been 
reported by Lasky.* 

N. P. 207, a drug similar to Thorazine®, may 
lead to blurring of vision to 20/200 in two to 
three weeks, dilated retinal vessels, pink optic 
dises, and concentric contraction of fields.° Ring 
scotomas have been found. Dilantin®, used as an 
anticonvulsant, may produce diplopia, nystag- 
mus, bilateral ptosis, and visual hallucinations. 
D.D.T., has produced optic neuritis. Herpes 
zoster ophthalmicus has ben observed as a result 
ot arsenic therapy. Prolonged use of the sulfon- 
amides and the salicylates can induce a_tend- 
ency toward retinal hemorrhage. 

Furadantin® and Urecholin® may lead to 
severe itching, burning, and tearing of the eves. 
Even after medication is withdrawn, these svymp- 
toms continue for weeks and need adjunctive 
steroid therapy. Stramonium (jimson weed), 
used in cigarettes for asthma, may cause bilateral] 
central scotoma. Streptomycin and dihydrostrep- 
tomycin may lead to hearing loss and optic 
neuritis. 


More “‘free rides ?”’ 


There can be no dispute concerning the nation- 
al need for new hospitals. Conflict of view on 
what form they should take and what function 
they should serve may provoke original thought 
and avoid perpetuating unfortunate and costly 
errors. It would be flippant to suggest that the 
Government should build expensive hotels in 
which hundreds of thousands of citizens could 
live expensively but free (in so far as anything 
paid for by taxes is free) for such varying times 
as they or their doctors considered their health 
was below par. Unfortunately, however, there 
ix real danger that many of the millions pledged 
for hospital construction may provide hotels in- 
stead — and very expensive ones! The name 
“St. Trinian’s Hospital” rather than “Hotel 
Sans Souci” in neon lights over the palatial 
entrance to a modern skyscraper will not alter 
the use made of its beds. J. A. Stallworthy. 
Hotels or Hospitals ? Lancet. Jan. 9, 1960 
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Sulfonamide therapy may cause scaling of ‘he 


evelids, conjunctivitis, transient myopia, tra 
ent loss of accommodation, edema of retina 
optic neuritis, Tridione®, used for epilepsy, 

produce sensitivity to light, extreme glar 
black on white colors. The chart may be 

easily with dark glasses, but vision is 20 
without them. 

According to Gabinus, of 19 patients at 
Jonkoping General Hospital who received 
mg. of chloroquine daily for the treatmen 
rheumatoid arthritis and other collagen dise: 
8 showed epithelial and subepithelial deposit: 
the lower half of the cornea.® 
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Therapeutics or Cobra Venom, Tr 


The cauldron’s bubble 


Data indicate that in certain family constella- 
tions, food giving and taking is a neurotie form 
of acting out. Since eating in our culture takes a 
social form, it is used as a kind of communication 
among those people who highly value oral pleas- 
ures, We can get a clue to the ambivalent qual- 
ities of this behavior in the stereotype of the 
woman whose kitchen behavior dominates the 
entire household. At the same time that she 
seemingly voluntarily slaves over a hot stove, she 
enslaves those dependent upon her by using her 
labors, in what she alleges as their behalf, as a 
hadge of unrewarded martyrdom. There is not 
too subtle seasoning of guilt with the food she 
serves, to the end that a temporary peace can be 
had only if the members of the family passively 
surrender to eating what they may not want or 
may not need. Howard P. Rome, M.D. Obesity: 
Psychiatric Aspects, Staff Meetings of the Mayo 
Clinic. March 16, 1960. 
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A New Analgesic 


Preliminary Clinical Report on 


Max S. Sapove, M.D., Syep M. Aur, M.D., anp M. J. Scuirrrin, Pu.D.* 


O NE OF THE goals of chemical research is the 
development of a potent analgesic that is 
free of addiction liability. A compound, desig- 
nated Ro 4-1778/1, which was recently syvn- 
thesized and described) by Brossi, et. al, 
may have this property. Deneau and Seevers?, 
department of pharmacology, University — of 
Michigan, Ann Arbor, who studied the effects 
of Ro 4-1778/1 on abstinence signs of mon- 
kevs addicted to morphine and withdrawn from 
ihis narcotic, estimated the physical dependence 
capacity of the experimental drug to be ~VEEY 
low.” Chemically the compound is 1(p-chloro- 
phenethyl) -2-methyl-6,7-dimethoxyv-1,2,3,4-tetra- 
hydroisoquinoline and thus belongs to a new 
chemical group of analgesics. The structural 


formula of Ro 4-1778/1 is shown below: 


CH30 


CH30 N— CH3 


CHo— CHa Ci 


The purpose of this study was to obtain 
clinical data which would provide an estimate 
of the potency of this drug when given orally. 
Codeine and placebo medication were used for 
comparison in a double-blind, controlled fashion. 


Procedures 


The 40 subjects included in the study were 
patients on the postsurgical orthopedic wards. 
They were selected for this investigation if 
their pain was sufficiently severe to warrant the 
use of at least 30 mg. codeine, Pain and sedation 
were evaluated and recorded before drug ad- 
ministration and 30, 60, 90, 120, and 180 min- 


‘Division of Anesthesiology, University of Illinois 
College of Medicine, Chicago 

Ro 4-1778/1 was supplied by courtesy of Hoffmann- 
Lu Roche Inc. of Nutley, N. J. 
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utes afterward. Pain and sedation were graded 
as 3—severe, 2—moderate, 1—slight, and zero— 
none. The “analgesic “score” was determined as 
subtracting the pain score at each observation 
period from that preceding the administration 
of the drug. The “total analgesic score” was the 
sum of these analgesic scores. 

The doses used were 30 mg. codeine, 20 mg. 
Ro 4-1778/1, and 40 mg. Ro 4-1778/1. The 
placebos were 10 mg. tablets of synthetic vitamin 
IX. The order of administration was randomized. 
Each dose was placed in an opaque, sealed en- 
velope and numbered according to its sequence 
in the randomization. In this way there was no 
opportunity for the observer to learn the code 
since every dose was given a different number. 

Distribution of drug administration among 
the 40 patients is shown in Table 1. The total 
numbers of doses of 30 mg. codeine, 20 mg. Ro 
1-1778/1, 40 mg. Ro 4-1778/1, and placebo tab- 


TABLE 1. — Distrisution or DruG ADMINISTRATION 








Number of Doses 











7 : os 
5 £P » 8 ¢ 
Drug Vos oS § = ra 
Codeine 7 7 
Codeine and 
20 mg. Ro 
4-1778/1 2 2 6 
Codeine and 
40 mg. Ro 
4-1778/1 2 2 2 
Codeine and 
placebo Z Z 2 
Codeine and 
20 and 40 meg. 
Ro 4-1778/1 , 11 11 10 
20 mg. Ro 
4-1778/1 2 y 
20 and 40 mg. Ro 
4-1778/1 3 a 3 
20 mg. Ro 
4-1778/1 and 
placebo 1 1 1 
40 mg. Ro 
4-1778/1 8 8 
Placebo 6 7 
Totals 40 24 25 23 10 















lets were, in this sequence, 24, 25, 23, and 10. 
The total numbers of patients who received one 
or more doses of these medications either alone 
or alternating with one or two of the other ma- 
terials were 20 for codeine, 15 for 20 mg. Ro 
4-1778/1, 20 for 40 mg. Ro 4-1778/1, and 9 
for placebo tablets. If these patients are con- 
sidered as four groups, there were no significant 
differences among the groups with respect to age, 
disease, type of surgery, and number of days 
since surgery. 
Results 

All patients had a premedication pain score 
of at least 2, 
scores for the 
2.6 (moderate 


and the averages of the initial 
four groups ranged from 2.2 to 
to severe pain). The differences 
among these averages were not significant sta- 
tistically. Average analgesic scores for all doses 
are shown in Table 2. It is apparent from these 











TABLE 2. — AveraGe ANALGESIC SCORES 

Drug No. of 397 60" 90" 120’ 180’ Total 

oses 

Placebo 10 0 03 03 63 02 Li 
Codeine, 30 mg. 24 03 08 1.1* 13* 1.2* 4.7* 
Ro 4-1778/1, 
20 mg. 256.1 66. 1.1* 24 13° 45° 
Ro 4-1778/1, 
40 mg. 23. 01.89 13" 12 Ls 5:0* 





*Significantly larger than placebo, P<0.01 (student 


t test). 


data that, beginning with the 90-minute estima- 
tion, all drugs provided a significantly greater 
analgesic effect than the placebo. The order of 
increasing effectiveness of the active materials 
was 20 mg. Ro 4-1778/1, 30 mg. codeine, and 
40 mg. Ro 4-1778/1. A statistical analysis of the 
analgesic scores, comparing the effects of the 
two doses of Ro 4-1778/1 and of codeine, showed 
that differences in degree of pain relief were not 
significant. 

Data relating to analgesia were analyzed in 
two other ways. Any patient whose analgesic 
score was at least one for at least four periods 
of pain scoring was arbitrarily considered to have 
derived “adequate pain relief.” A summary of 
the analysis of these data is shown in Table 3. 
None of the patients who received the placebo 
had adequate pain relief. The order of increas- 
ing effectiveness of the analgesic drugs was 20 
mg. Ro 4-1778/1, 30 mg. codeine, and 40 mg. 
Ro 4-1778/1. 
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TABLE 3. — Percent or Doses ProvipING ADEQ! \TE 
Pain Re ieF. (ANALGESIC SCORE OF ONE OR MORE FOR 
AT LEAST 4 PERIODS OF PAIN SCORING) 








Drug % With Adequate R ief 
Placebo 0 7 
Codeine, 30 mg. 67 
Ro 4-1778/1, 20 mg. 56 
Ro 4-1778/1, 40 mg. 70 





Further, data pertaining to patients who re- 
ceived more than one of the active drugs \ cre 
analyzed so that comparisons of drug effect ive- 
ness within the same patients could be mide, 
Data summarizing such a comparison are shown 
in Table 4. It is again apparent that the order 
of increasing effectiveness of the three analgesic 
doses was 20 mg. Ro 4-1778/1, 30 mg. codeine, 
and 40 mg. Ro 4-1778/1. 

There were no statistically significant ditfer- 
ences among these three doses. However, we con- 
sider it significant that their order of effective- 
ness remained the same in all three methods of 
analysis. On this basis it is suggested that the 
potency of Ro 4-1778/1, when given orally, is 
of the same order of magnitude as that of co- 
deine. 


TABLE 4. — Averace TotaAL ANALGESIC SCORES IN 
PATIENTS RECEIVING MorE THAN ONE DruG 








No. of No. of 





Comparisons Patients Doses — Total 
Codeine vs. Ro 4-1778/1 
Codeine, 30 mg. 9 13 4. 
Ro 4-1778/1, 20 mg. 9 17 4.1 
Codeine vs. Ro 4-1778/1 
Codeine, 30 mg. 9 13 44 
Ro 4-1778/1, 40 mg. 9 12 4.7 
Ro 4-1778/1 Dosage 
Ro 4-1778/1, 20 mg. 10 16 3.8 
Ro 4-1778/1, 40 mg. 10 13 4.8 


Sedation was not a significant effect of drug 


administration, and the differences between the 
degree of sedation produced by the analgesic 
drugs and placebo were not significant statis- 


tically. There were no instances of nausea or 
emesis. The only adverse reaction noted was 
headache in one patient who received 30 mg. 


codeine. 
Summary 


1. The effectiveness of 20 and 40 mg. doses 
of a new analgesic, Ro 4-1778/1, 30 mg. co- 
deine, and of placebo medication, all given orally 
in a double-blind fashion, was studied in 40 
postoperative patients on the orthopedic service. 
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A total of 82 doses of analgesics and placebo 
were given. 

2. The degree of analgesia produced by 20 or 
40 mg. Ro 4-1778/1 and by 30 mg. codeine was 
significantly greater than that produced by pla- 
cebo medication. 

3. The order of increasing analgesic effective- 
ness, based on three different methods of analy- 
sis, was 20 mg. Ro 4-1778/1, 30 mg. codeine and 
40 mg. Ro 4-1778/1. It is suggested that the 


More on steroids 


The challenge intrinsic in steroid administra- 
tion, the potential benefit versus possible adverse 
effect, is acceptable. It should not deter the 
proper usage of these drugs in a crippling dis- 
ease, Despite the foregoing drawbacks, steroids, 
used with due caution and watchful attention, 
have a definite place as a drug supplement in 
rheumatoid arthritis. Their beneficial effects may 
greatly facilitate patient care when additional 
therapeutic efforts are concretely indicated. Un- 
til more effective and safer agents are discovered, 
their use in selected cases seems warranted. 

The clinician, however, should not be lulled 
into a false sense of security. It is important for 
him to remember that whenever corticosteroids 
are employed in rheumatoid arthritis, what- 
ever product or dose is selected, he is doing little 
more than suppressing some manifestations of a 
disease which may be progressing in spite of 
symptomatic improvement. Steroids cannot pre- 
vent all joint damage, nor can they be expected 
to return a damaged joint to normal. They are a 
part, not the whole, of comprehensive manage- 
ment in rheumatoid arthritis. Dwight C. Ensign, 
M.D., John W. Sigler, M.D., and G. M. Wilson, 


Jr., M.D. Steroids in Rheumatoid Arthritis. 


1MA Archives of Internal Med. December 1959. 
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analgesic effectiveness of Ro 4-1778/1 and of 
codeine, milligram for milligram, is of the same 
order when these drugs are given orally. 
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Personal communica- 


Remission but no cure 


Remission treatment has become almost a 
standard practice for acute leukaemia, because 
it offers a high expectation of clinical improve- 
ment and the risks of toxicity with modern 
methods are small. Since remissions alone, and 
never cures, have been obtainable by use of the 
present antileukaemic drugs, a more fundamental 
form of treatment is needed urgently. One pos- 
sibility follows upon the animal work of Meda- 
war (1958) on homografts with tissue cells, fol- 
lowing which grafts of foetal haemopoietic tis- 
sue after total body x-irradiation have been tried 
(Thomas et. al., 1959). The hope of ultimate 
suecess from this or other methods gives a fur- 
ther measure of justification for the interim use 
of the agents capable of inducing remissions. 
Reginald Lightwood, M.D., et al. Observations 
on 100 Cases of Leukaemia in Childhood. Brit. 
Med. J. March 12, 1960. 


To the infantryman, his country’s military 
might is only those buddies he can see, and the 
equipment they have at hand; likewise, to the 
wage-earner, “free enterprise” is primarily the 
way his boss treats him and those around him. 

— Malcom Forbes 
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MEDICAL ECONOMICS 





Relative Value Studies 


W. C. Bornemeter, M.D., Chicago 


For many years the medical profession has 
recognized the need for a rule-of-thumb measure- 
ment that could be used to help remove public 
criticism of medical fees. 

Medical services vary — one appendectomy is 
not like another appendectomy any more than 
one sack of potatoes is like another. The farmer 
or merchant gets more for one sack of potatoes 
than he does for another; he gets a different price 
in different areas for the same potatoes. Yet some 
people feel that all appendectomies should be 
the same price. 

At any rate, there is enough difference of opin- 
ion to justify flexible fee schedules. The patient 
and the third party payer prefer fixed fee sched- 
ules. The physician prefers to vary his charges 
according to the value he places on the individual 
service. Even so, physicians’ charges are fairly 
standard. We know, however, there are isolated 
instances of charges that are apparently quite 
out of line and stand out like sore thumbs. 


Purpose of studies 

To correct the “out of line” fees and to justify 
those that may seem out of line, the Relative 
Value Scale was devised after a three or four 
year study begun in California. 

The Scale in no way sets 
schedule of fees, and it does not tie all physicians 
and specialists, such as surgeons, radiologists, 
pathologists, into one firm schedule regardless of 
skill, competence, training and reputation. It can 
be used by the physician as a basis for establish- 
ing his fee schedule. 


anyone’s fees or 
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Basically, relative value studies attempt io 
evaluate by a unit or point designation, the time, 
competence, effort, experience, and other factors 
required to perform one professional service com- 
pared to those required for other professional 
services. 

How values are set 

There are three parts to the relative value 
study: the service, the point value, and the co- 
efficient. The first thing a physician does is list 
all possible services involved in the care of any 
patient. Then he rearranges these services in a 
progressive order with those requiring the least 
skill, time, and overhead preceding those requir- 
ing the most skill, time, and overhead. It will be 
seen at once that this job is impossible unless 
we first separate the services into subsections of 
surgery, general medicine, radiology, and pathol- 
ogy. Part of the reason for the division into sub- 
sections is that overhead must be considered ; 
therefore, radiology and pathology, with large 
outlays for equipment, must be separated from 
surgery and medicine. Again, surgery and radiol- 
ogy usually cost in multiples of 5 and 10, while 
pathology and medicine cost in multiples of 1 
and 2. That means that no two of the four classi- 
fications can be considered in the same category, 
therefore four categories. 

From here on it is simple. Take any category 
and arrange the services. Give the one costing the 
most time, effort, and overhead the highest point 
rating and then move down by a relative reduc- 
tion. Or start at the bottom and work up by in- 


Illinois Medical Journal 





ercasing the point value. For example, surgical 
services might be arranged thus: 


Drainage of abscess, superficial 1.0 
Drainage of infected bursa 3.0 
10.0 
10.0 
15.0 
15.0 
20.0 


25.0 


Excision biopsy of breast 

Closed reduction of fracture clavicle 
Bronchoscopy, diagnostic 

V-excision of large lesion of lip 

Anal fistulectomy 

Repair of rectocoele 

Repair of perineum and third degree 
30.0 
35.0 


laceration of rectum 
Exploratory laparotomy 


of bladder crush 


Caleulus 
40.0 


50.0 


remove 
Excision of lesion of iris of eye 
55.0 
60.0 
70.0 
100.0 
100.0 
100.0 
100.0 


Cholecystectomy 
Radical mastoidectomy 
Subtotal gastrectomy 
Gastrectomy 
Total colectomy 
Pancreatectomy, Whipple 
Aortic anastomosis 
A similar scale listing all procedures can be pre- 
pared for medicine, radiology, and pathology. 
Studies, or Scales of Relative Value have been 


prepared and approved by many state societies. 
To make charges uniform — if the physician 
wishes to have his charges uniform and in line 
the county or area must 


with his colleagues 
agree on a Coefficient. In the partial schedule 
above, copied from the California Relative Val- 
ue Study, the coefficient could be 5. In larger 
cities, it might be 6. Multiply the point value 
by the coefficient to get the dollar value. Thus, 
anal fistulectomy with a point value of 20 in a 
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county using 5 as a coefficient, would be worth 
$100. 

A physician, who by reason of reputation, 
location, or desire to get a higher fee than is ave- 
rage in his area, could set his own coefficient. He 
would use the same coefficient for all his pro- 
cedures, employing the value scale to indicate the 
relative value of the procedures. 


“Fringe” benefits 

Such Relative Value Scales, in states which 
have adopted them, make it easy for insurance 
companies, if they are to pay in full, to know 
about what or exactly what the fee should be in 
the area. It also permits a patient to know what 
the cost will be if he goes to a physician or sur- 
geon who is following the schedule and using the 
coefficient selected in his area. Naturally, addi- 
tional procedures call for additional fees, all ac- 
cording to the schedule. 

The Relative Value Scale also permits a union 
or prepayment group paying 75 per cent of the 
charges to use the scale and apply a coefficient 
of 3.75 in an area where the coefficient;is ordi- 
narily 5. Thus each patient would pay one fourth 
of the charges out of his own pocket and the 
fund would pay the balance. A welfare agency 
might agree to a coefficient of 3, the physician 
charging the balance to charity. 

Also avoided is the patient’s suspicion that 
fees are raised if he is insured. 

The Illinois State Medical Society has studied 
this entire problem, but has not reached any con- 
clusions concerning the need for it in the state. 
Since more and more states are adopting Rela- 
tive Value Scales it is well to know a little about 
how they are set up and how they function. 














OFFICIAL NEWS 





The regular meeting of the Council was held 
at the Hotel Sherman, Chicago, on Sunday, 
April 24, with the following present: O’Neill, 
Hesseltine, Hamm, Burdick, Lull, Clark, Red- 
mond, Adams, Reichert, Portes, Piszezek, Doo- 
ley, Blair, Endres, Reisch, DuPuy, Goodyear, 
English, Montgomery, Fullerton, Klein, Oldfield, 
Hamilton, Compton, Limarzi, Bornemeier, Son- 
dag, Bettag, Fowler, Neal, Oblinger, Mirt, and 
Frances Zimmer. 

The minutes of the March 13, 1960, meeting 
were approved as mailed. 


Report of the President 


Dr. O’Neill reported that he had attended the 
meeting with the Illinois Hospital Association. 
He also attended a meeting of the Committee on 
Annual Meeting Programming where a feeling 
of enthusiasm indicated we may look forward to 
a very fine annual meeting. 

The Governor has asked that the [Illinois 
State Medical Society again co-sponsor “Mental 
Health Week.” As president, Dr. O’Neill was 
asked to attend the dinner May 2, at the Hilton 
Hotel in Chicago. 

Dr. O’Neill stated that he had very carefully 
gone over the minutes of the special called meet- 
ing of the House of Delegates as printed in the 
Illinois Medical Journal. Because of certain ref- 
erences in the minutes, together with letters 
from various parts of the state relative to “the 
Council usurping prerogatives of the House of 
Delegates,” and the request for interpretation of 
actions taken by the Council, he asked that each 
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April Council Meeting 





Councilor be familiar with the minutes of the 
House of Delegates and ready to discuss and de- 
fine Council action relative to the care of people 
over 65 years of age. 

At the December meeting the Council was 
instructed to report definitely upon those things 
in the Edlund report that the Council had taken 
upon itself to handle. In May there should be 
re-definition of actions and functions of the 
House, and of the functions of the Council. 
Council members should go to reference commit- 
tee meetings well informed about what actions 
were taken and why. Each Councilor should 
be able to discuss anything directed to him and/ 
or to the Council as a whole. 

At the last meeting of the Council a reprint 
of the postgraduate program in Michigan was 
distributed, and members were asked to consider 
such a program for Illinois. If this matter is 
not handled by the present Council, it will be 
fall before work gets underway. 

Motion: (Hesseltine-Reisch) that the chair- 

man of the Council appoint a new committee 

to look into the present status of postgradu- 
ate medical education in Illinois. (Motion 
carried. ) 

There are approximately 2,000 physicians in 
the state who are not members of organized med- 
icine. Some of these physicians should be en- 
couraged to join, and this impetus should develop 
at the county society level. 

Discussion of the situation in regard to non- 
members followed. Dr. Hamilton called the at- 
tention of the Council to the fact that many 
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of these physicians are not yet citizens of the 
United States, and are therefore, ineligible for 
membership. Dr. Endres reported that employees 
of siate hospitals who were full citizens might 
be interested if some special dues structure 
could be developed for them; the same is true of 
full-time teachers. Dr. Lull stated that many 
other medical societies have a special dues struc- 
ture for full-time emplovees, and that this might 
be considered by our House of Delegates. 


MS and PR 


Dr. Hamilton reported as chairman of the 
Committee on Medical Service and Public Re- 
lations. The full working force of the committee 
has been beamed against the Forand Bill. The 
“timing” of our activity in the coming weeks is 
most important. The consensus is that this being 
an election year, some type of legislation will be 
passed, and due to the political situation, with no 
regard as to whether the legislation is right or 
wrong. 

Mr. Neil, Mr. Oblinger and Mr. Scott have 
talked before various groups such as luncheon 
clubs and American Legion groups. Councilors 
should take upon themselves additional respon- 
sibility along this line. 

Mr. Oblinger reported success in some of the 
political campaigns throughout the state and the 
appreciation expressed by the candidates. 

Dr. Hamilton paid tribute to the concentrated 
efforts of Mr. Oblinger, Mr. Neal, Mr. Scott, 
and Mr. Mirt. 

Dr. Hesseltine, president elect, stated that 
there had been less activity since the March meet- 
ing of the Council. Attention was called to the 
meeting in Washington, D.C., planned by the 
Chamber of Commerce, and that the Society had 
been asked to lend its support. 


Report of the Secretary 


Dr. Lull reported that the Executive Com- 
mittee recommended that Mr. White of Penn- 
svylvania, a prospective employee secured through 
Conley Associates Inc., be asked to come to the 
annual meeting so Councilors may meet him. 

According to the Finance Committee, the 
budget for 1960-1961 will be developed as soon 
as the figures are available from the auditor, who 
started the annual audit a week ago. 

The Finance Committee made the following 
recommendations. 
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1. That a Chicago auditing firm be employed 
in the future. New vouchers are being printed, 
and a more accurate record can be kept for tax 
purposes. 

2. That the officers, AMA delegates, and cer- 
tain employees be sent to the AMA annual meet- 
ings, and to the interim meetings. 

3. That the society accounts in the National 
Bank of Monmouth and the State Bank and 
Trust Company of Evanston be closed, and that 
accounts be established in the Continental Bank, 
where our retirement plan is established. 

4. That all new and present employees have 
a yearly chest x-ray and that new employees be 
given a pre-employment physical examination at 
the expense of the Society. 

Motion: (English-Piszezek) so move. (Motion 

carried. ) 

Dr. Reisch reported that the study of the 
Journal advertising was underway and a report 
would be made at a later time. 

Dr. English suggested that the auditing firm 
employed by the AMA might be considered for 
future work. 

Motion: (English-Reisch) that the same 

auditing firm employed by the AMA be consi- 

dered by the ISMS. (Motion carried.) 

Motion: (Piszezek-Portes) that the man be- 

ing considered for Medical Service and Eco- 

nomic Research (Mr. White of Pennsylvania) 
be asked to attend the annual meeting. (Mo- 
tion carried. ) 

Dr. Endres asked that information be distrib- 
uted to all members of the Council dealing with 
the setup of the Society, and that this informa- 
tion should be available also for all county medi- 
cal society membership. 

(Executive Administrator, Public Relations 
Director and Field Services, Scientific Publica- 
tions, Medical Service and Economic Research 
cover the four fields in which men have either 
been employed or are being considered for em- 
ployment. ) 

Dr. English discussed the cost of Society par- 
ticipation in AMA meetings — travel for officers, 
delegates and alternate delegates, and certain 
employees, plus the expense of Society head- 
quarters during the meetings. He stressed the 
feeling that perhans the interm session does not 
justify this expenditure. 

Dr. English asked that a cost sheet be devel- 
oped dealing with the expense of the ISMS to 
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attend this meeting, and that perhaps this So- 
ciety could present a suggestion to the AMA 
House of Delegates that clinical sessions might 
be abolished. 
Motion: (English-Portes) that the expenses of 
the selected personnel be approved for the 
June meeting of AMA. (Motion carried.) 
Motion: (Piszezek-Oldfield) that the Conti- 
nental Illinois Bank be approved for the ac- 
counts of the ISMS. (Motion carried.) 
Motion: (English-Piszezek) that Dr. Reisch, 
as chairman of the Journal Committee, be 
asked to report at a later meeting. (Motion 
carried. ) 


Expenses for coming year 


Dr. Montgomery pointed out that the present 
year would be one in which heavy expenses 
could be anticipated — equipment, furniture. 
new personnel, ete. and stressed the impor- 
tance of all members of the Council being well 
versed in what is going on in the reorganization 
of the Society. 

He felt that the employment of Richards and 
the other men will produce the answers to a lot 
of the criticism leveled at the headquarters’ of- 
fice, and that the Society can and will develop 
in service and efficiency. Each member of the 
Council should be versed in the background for 
all actions taken, since much of the criticism 
results from the fact that many physicians do 
not understand the functions of the House, the 
Council, and the employees. 

It was Dr. Montgomery’s opinion that the 
actions taken were within the dues structure. 
Since this was the last meeting of the Council 
prior to the annual meeting, he also stressed the 
importance of being familiar with the minutes of 
the December meeting of the House, as well as 
with Council activity. 


Fact sheet for Councilors 


Discussion followed. Dr. Portes asked that a 
fact sheet be developed for all members of the 
Council showing income, expenditure, ete., under 
the old setup as well as an outline of proposed 
expenses, overhead, etc. for the coming year. 

Motion: (Goodyear-Clark) that such informa- 

tion be developed and sent to each member 

of the Council. (Motion carried.) 

(This fact sheet should show past records, 


anticipated dues under the new dues structure, 
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former salary totals, rent totals, and als: the 
rent and salary structure as it will exist — {ter 
the opening of the coming fiscal year.) 


Over-65 study 

A general outline of Council action re! tive 
to the care of people in the over-65 group was 
given; the fact that individual participatic: in 
the proposed coverage was available at the eo inty 
level was stressed. Dr. O’Neill told of the + iree 
letters mailed to all members, the careful  on- 
sideration given the committee reports by the 
Council, and the serious problem of “timing” 
which existed throughout. He called the atien- 
tion of the Council to one remark made ai the 
December meeting, “that the Council made no 
report to the House,” and felt such utter lack of 
knowledge about the affairs of the Society was 
almost impossible to correct. Dr. Redmond stated 
that any physician not wishing to participate in 
the program had the privilege of not signing up, 
or if he has signed, he has the privilege of with- 


drawing his name at any time. 


Relative value study 


Dr. Reisch called the attention of the Council 
to the fact that the House had asked for a rela- 
tive value study, and to his knowledge such a 
report had not yet been presented, 


IPAC 


Dr. Compton reported as chairman of the Ad- 
visory Committee to the Illinois Public Aid Com- 
mission, and stated that the state-wide letter 
relative to rulings on drugs and_ prescriptions 
resulted in some difficulties and a good many 
comments. The main fact to keep in mind is 
that programs such as the IPAC are regulated 
and controlled by law. A few physicians had 
issued prescriptions in the unapproved manner, 
and the mailing was to correct this situation, 

Dr. Portes stated that many of the county 
meetings dealing with the White House Confer- 
ence on Aging were being held under the aus- 
pices of the local county [PAC setup, that all 
physicians should attend, and that county so- 
cieties should be alerted as a result of mailings 


dealing with these meetings. 


Constitution and By-Laws 


Dr. Bornemeier outlined the proposed changes 
for the Constitution and By-Laws to be presented 
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to the House as requested at the special session 
in December including suggestions from the 
Council as a result of the Edlund report. 
Motion: (English-Goodyear) that the term 
“executive secretary” be changed “executive 
administrator.” (Motion carried.) 
Motion: (O’Neill-Goodvear) that the presi- 
dent elect be included with the president and 
the chairman of the Council to appoint refer- 
ence committees for the House. (Motion car- 
ried. ) 
Motion: (English-Portes) that the report of 
the Constitution and By-Laws Committee be 
approved with the changes suggested by the 


Council. (Motion carried.) 


Postgraduate education 


Dr. Limarzi, chairman of the Committee on 
Postgraduate Medical Education and Scientific 
Service, reported that the last of this year’s 
meetings is scheduled for LaSalle on April 28, 
with the Chicago Medical School presenting the 
program. The Mattoon meeting was held on 
April 7 with Stritch School of Medicine of Loy- 
ola University giving the scientific program. 
The work of the Scientific Service department 
goes along well. The committee will be most 
pleased to Cooperate in any new thinking or pro- 
gramming for postgraduate education in Illinois. 


Nutrition Conference 

Dr. Lull presented a letter from Paul A. Dai- 
lev, chairman of the Committee on Nutrition. 
The committee permission of the 
Council to co-sponsor the Annual Conference 
on Nutrition with the Illinois (state) Nutrition 
Committee again in 1960. This meeting would 
be held the first Friday and Saturday in October 
at Normal State Teachers’ College in Normal. 
The two previous conferences sponsored jointly 
with the Committee have been well attended and 
have resulted in good public relations for the 


requests 


Society. 
Motion: (DuPuvy-Hamm) that the request be 
granted. (Motion carried.) 


New office 

Ir. Lull stated that the work in the Chicago 
office is progressing: the new furniture will be 
delivered soon, and the office will be moving 
from 185 N. Wabash to 360 N. Michigan on 
Monday night, April 25. 


for June, 1960 





Medical Assistants 

Dr. Carl Clark reported that the Medical As- 
sistants Association is planning its next conven- 
tion for some time in the near future. The group 
is not financially independent, and due to the 
wage scale of its members, probably never will 
be. Therefore, the Advisory Committee requested 
that the Council consider giving them $300 as 
they have in the past to assist them in holding 
their meeting. 

Motion: (Portes-English) that the $300 be 


authorized. (Motion carried.) 


Public health 

Dr. Sondag, assistant director of the Depart- 
ment of Public Health, reported. A national 
health survey is being conducted under the aus- 
pices of the Department of Vital Statistics of the 
USPHS to establish body build, height, weight, 
ete. at the national level. No information will be 
given out; no particular income group is to be 
involved. They plan to do physical examinations 
of a selected group of the population, a total of 
6,000 in the United States, from 42 stations, two 
of which are to be located in Chicago. The first 
of these examination periods is set for Septem- 
ber: 150 in September on the north side of the 
city, and 150 later on from the south side, The 
examination is extensive but not comprehensive. 
It is to be restricted to measurements ; no person- 
al opinions are to be expressed ; no pelvic exami- 
nations are to be made. Hearing is to be tested, 
EKG’s taken, height, weight, urine, blood choles- 
terol. Persons will be selected as the result of a 
survey to be conducted carefully by trained per- 
sonnel. Trailers will be set up for the work, and 
a copy of the findings will be sent to the family 
physician of any individual so requesting. The 
work will take about two hours, will be done by 
third-year residents in internal medicine in 
Chicago. A “dry run” will be conducted so that 
there will be no slip-up in technique or in pro- 


cedure. 


Auxiliary committee on aging 


Dr. Portes asked that the Council recommend 
to the Advisory Committee to the Woman’s 
Auxiliary that the county auxiliaries appoint a 
“Committee on Aging” to assist at the local level 
and to work with the Society in this important 
field. Dr. Redmond, as chairman, stated that the 
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Auxiliary is doing work along this line, and he 
would bring up the matter of committee appoint- 
ments at a meeting to be held soon. 

Dr. Lull reported that a letter of interest to 
all had been received giving a general outline and 
report of the Illinois Medical Service. At the 
suggestions of the Council it is to be mimeo- 
graphed and attached to these minutes. 

Motion: (English-Piszezek) that the chairman 

of the Council appoint representatives from 

the Illinois State Medical Society to the In- 

terprotessional Council. (Motion carried.) 
Note: Dr. Montgomery reported that the 
following would so represent the ISMS: 
EK. A. Piszezek, Chairman, Chicago; A. J. 
Brislen, Chicago; and George Callahan, 
Waukegan. 


Resolution for the House 

Dr. Lull reported receipt of a letter from Dr. 
Lafe Ludwig, chairman of the AMA Council on 
Medical Service, extending appreciation for the 
contributions made to Council committees by Dr. 
W. L. Crawford of Rockford, as a member of the 
Committee on Maternal and Child Care, and by 
Dr. Dean W. Roberts as member of the Commit- 
tee on Indigent Care. It was Dr. Ludwig’s opin- 
ion that the services of these men should receive 
recognition from their own society House of 
Delegates and/or their society Council. 

Motion: (Reichert-English) that resolutions 

be prepared and presented to the House of 

Delegates. (Motion carried.) 


Public Welfare 


Dr. Bettag reported that he had received a 
host of replies from the legislators in Washington 
relative to the action taken by his department 
as a result of a request from Mr. Oblinger. Dr. 
Bettag had reported in detail the extensive work 
of his department in the field of rehabilitation 
and care for the aged. Mr. Oblinger told of the 
fine program going on all over Illinois under the 
Department of Public Welfare, and stressed the 
importance of informing people of the efforts 
expended by the state in behalf of this age group. 

Dr. Bettag discussed the possibility of a per- 
manent home for the ISMS and also the CMS 
in the West Side Medical Center and called at- 
tention of the Council to the fact that land is 
still available as well as a building which might 
represent an economically sound investment. 


434 


Investment funds for M.D.'s 


Dr. Endres stated that he felt the So iety 
should appoint a committee to study oppot ini- 
ties for investment of deductable income if and 
when the Mather-Keogh Bill (HB #10) n cht 
be enacted into law; it would pertain to the elf- 
employed, and provide that a certain amou ' of 
income could be exempt from taxation until uch 
time as it is withdrawn from any struc: iral 
investment program. While the individual might 


not have more than $2,500 to invest annually 


under such a program, the physicians of Tl) nois 
represent a potential of some $23,000,000. If 
only half of them were interested in a mutual! in- 
vestment program, it would involve $11,000.000 
annually, and perhaps the 7144 to 8% loading 
charge could be lowered under such a program. 

Motion: (Endres-English) that the chairman 

of the Council appoint such a committee to 

study an investment program available for the 

“self-employed” if and when HB #10 is en- 

acted. 

The motion was amended to provide for the 
expenses of such a study. (Amendment carried.) 
(Motion carried.) 

Dr. English suggested that the matter be re- 
ferred to the Finance Committee and that infor- 
mation would be available from the AMA’s in- 
vestment counsel and from the Continental Bank, 
and such information should be made available 
to the House. The Finance Committee should so 
consult, and be ready to recommend plans. Dr. 
Lull called the attention of the Council to the 
fact that anv number of sources were available 
for information and that no fee would be in- 
volved until participation in the plan was begun. 


Fee schedule 

Dr. Lull discussed a letter received from the 
American College of Radiology relative to a fee 
schedule used by the Division of Vocational Re- 
habilitation of the State of Illinois. This fee 
schedule resulted from use of the setup developed 
by the Veterans Administration under its pro- 
gram for care of the veteran with service-con- 
nected disabilities at home by the physician of 
his choice. In about 1949 it was decided that the 
Division of Vocational Rehabilitation would 
utilize the same fee schedule. Dr. Bettag dis- 
cussed this procedure, and stated that his depart- 
ment would be glad to cooperate on any revision 
or future activity in this field. 
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Motion: (English-Portes) that this file be 
referred to the Committee on Medical Service. 
(Motion carried.) 


Section status 

Ir. Lull presented a letter from Dr. Edward 
FE. Gordon of Michael Reese Hospital, asking 
that section status be given the specialty of 
Physical Medicine and Rehabilitation. Discus- 
sion followed, and the fact was presented that 
under the Constitution and By-Laws it is the 
responsibility of either the Council or the House 
to establish the various sections. 

Motion: (O’Neill-English) that this mat- 

ter be referred to the Committee on Annual 

Meeting Programming for a recommendation 

on which to base future action. (Motion car- 


ried. ) 


Dr. Reisch to Washington 


Dr. Fowler told of the meeting planned by the 
National Chamber of Commerce in Washington. 
Dr. Hoeltgen and Dr. Fowler will attend, and a 
physician from downstate Illinois should also 
be present. 

Motion: (Hesseltine-English) that the chair- 

man of the Council appoint a representative 

to go to Washington, D. C., for the Cham- 
ber of Commerce meeting. (Motion carried.) 

Dr. Montgomery Jacob E., 
Reisch of Springfield represent the Society. 

Dr. Endres called the attention of the Council 
to the legislative actions taken from time to time 
by the American Nurses Association, and felt 
that anyone knowing any of the state or local 


requested Dr: 


officers in this group should contact them and 
diseuss problems with them in detail. 

Dr. Lull presented an insurance problem faced 
by one of the downstate physicians and asked for 
consideration. 

Motion: (Piszezek-Fullerton) that the file 

be referred to the Committee on Prepayment 

Plans and Organizations. (Motion carried.) 

Motion: (Piszezek-Fullerton) that the list 

of Emeritus and Retired members be elected as 
listed. 


EMERITUS 


Mitchell, James H. Chicago CMS 
Molander, Charles O. Chicago CMS 
Schmechel, Alfred R. Chicago CMS 
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RETIRED 


Alexander, Berthold Arizona CMS 
Artz, George E. Cicero CMS 
Haney, Irl S. Elmhurst CMS 
Jenkinson, E. L. Wisconsin CMS 
Jurek, L. J. Chicago CMS 
Lanman, FE. L. Belleville St. Clair 
Leon, H. G. California CMS 
McCullough, J. D. Aurora Kane 
Sherman, Irene C. Oak Park CMS 
Strikol, Michael T. Chicago CMS 
Tillson, Wm. D. LaGrange Park CMS 
White, Clifford Paul Chicago CMS 


Motion: (Piszezek-Fullerton) that the bills 
as audited by the Finance Committee be ap- 
proved. (Motion carried.) 


Dr. O'Neill on PG work 


The chairman of the Council appointed Dr. 
Joseph T. O'Neill as the chairman of a commit- 
tee to investigate postgraduate education in Tlli- 


nois. 


Other business 
Dr. Reisch asked for action assuring a report 
to the House of Delegates dealing with relative 
value studies, and Dr. Hesseltine was asked to 
revise the report he submitted following the 
Indianapolis meeting dealing with the problem. 
Dr. Montgomery requested the chairmen of all 
committees to send Dr. Lull a report of attend- 
ance at committee meetings during the past fiscal 
year. 
The Council adjourned following the luncheon. 
Respectfully submitted, 
George F. Lull, M.D. 
Secretary 
BLUE SHIELD Medical-Surgical Plan of Illinois 
Medical Service 


425 North Michigan Avenue, Chicago 90, Illinois 


April 13, 1960 
Dr. George F. Lull, M. D., Secretary 
Illinois State Medical Society 
185 North Wabash Avenue 
Chicago, Illinois 


Dear Dr. Lull: 


With growing nation-wide concern about health care 
and its costs coupled with proposed legislative programs 
drawing considerable public attention, the activities of 
voluntary medical care plans become increasingly im- 
portant. As a result, I am sure you will find this brief 
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summary 
Medical 
with the instructions of our Board of Trustees, I am 
pleased to present the following report. 


the status and progress of the Illinois 
1959 of In 


of 


Service for interest. accordance 


Membership in our Plan continued to increase dur- 
ing 1959, and by the the 
2,141,920 members. This represents an addition of 
166,091 1958. 


end of year totaled 


members over December 31, 


Benefits paid and provided for in allowances to- 
wards physicians’ fees in 1959 for services ren- 
dered to our members to $19,841,276, 
as compared to $17,788,452 paid in 1958. A total of 
465 
were processed during the year. 


amounted 


physicians’ reports of services to members 


1959 assets decreased by $188,267 from 
a December 31, 1958, total of $13,352,459 to a 
1959 year end total of $13,164,192. 


During 


The reserve for future Medical Care increased 
in 1959 to $7,876,740. This represents an addition 
to the reserve of $34,292 from December 31, 1958, 
and is computed after provisions are made for all 
known and estimated unreported cases still to be 


paid. 


Again in 1959 a Non-Group Enrollment Campaign 
was conducted to provide membership opportunity 
unable to 


who would otherwise be 


to individuals 
enroll. Approximately 24,000 people took advan- 
tage of this enrollment offer to obtain protection 


against future medical bills. 

Highlights of the 1959 our 
member celebration member 
total with the enrollment of an 


included 
when 


year 
millionth 
reached that 
ployee of the Jewel Tea Company. As noted al 
our membership has continued to increase 
that time. Another important event during the 
decision to install a modern elect: 
range planning and activity 
eventual installation in 


was the 
computer. 
preparation 
continues on schedule. 


Long 


tor the 


world of 
indeed fortunat: 
have the direction of a realistic and progressive Bx 
of Trustees, supported by the whole-hearted inte: 


In today’s constantly changing me 


practice and economics, we are 


from medical organizations such as yours. Thus, 
have been able to develop the efficiency and econon 
so vital to the operation of this Blue Shield Plan a 
at the same time, to grow in membership and proy 
better service to our members. 


vO 
ip 
n- 


May I take this oportunity on behalf of the Illinois 


Medical Service and its members to express our 
preciation to the Illinois State Medical Society and 


membership for their cooperation and encouragemen 


during 1959. With such support I’m sure our Plan a 


the vital service it provides will continue its growth 


during 1960. 
Sincerely, 
R. T. Evans (signed) 


Executive Director 
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H. CLoseE HESSELTINE, M.D. 


President, Illinois State Medical Society 
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Dr. Hesseltine new ISMS president 


Dr. H. Close Hesseltine, Mary Campau Ryer- 
son professor of obstetrics and gynecology of the 
University of Chicago School of Medicine, be- 
came president of the Illinois State Medical 
Society at installation ceremonies of the annual 
meeting May 26. He succeeds Dr. Joseph T. 
O'Neill of Ottawa. 

Dr. Hesseltin brings to the office the broad 
viewpoint of a practitioner in medicine, full- 
time professor, and research worker, and an un- 
derstanding of problems of the Society. 

He has long been a tireless worker in the 
ISMS having served in various capacities on 
numerous committees and as chairman of the 
Council from 1956 to 1958. He has shown much 
interest in prepaid medical care and was instru- 
mental in setting up the retirement program for 
employees. 

Dr. Hesseltine is a graduate of the University 
of Towa College of Medicine, Iowa City, 1925, 
took his internship and residency in obstetrics 
and gynecology at University Hospital there, 
and remained to teach. He came to Illinois in 
1931 to teach at the University of Chicago. In 
addition to his professorship, he is attending 
obstetrician and gynecologist at Chicago Lying- 
In Hospital. He has published many papers in 
national medical journals on infections peculiar 
to women. 

He has been active in the Chicago Medical 
Society and is a past president of the Chicago 
Gynecological Society and is a trustee and di- 
rector of the Illinois Medical Service. In the 
AMA he is presently consultant to the Commit- 
tee on Prepaid Medical Insurance of the Council 
on Medical Service and member of the joint 
committee of the AMA-AHA on Medico-Legal 
Edueation Review, and a past-chairman of the 
AMA Committee on Health of Women in In- 
dustry. In addition to memberships in the many 
national societies of his specialty, he is a mem- 
ber of the American Association for the Ad- 
vancement of Science, Society of American Bac- 
teriologists, Society of Experimental Biology and 
Medicine, an alumnus member of the AOA, Uni- 
versity of Towa, and belongs to the Central Trav- 
el Club and the Quandrangle Club of Chicago. 
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Dr. Hamilton chosen president 


elect 

Edwin S. Hamilton, M.D., of Kankakee, a 
leader in international medicine as well as in 
civic and business affairs in his community, is 
the new president elect of the Illinois State 
Medical Society. 

Other elections were: 

Drs. Andrew J. Brislen, Chicago; first vice 
president; Clinton D. Swickard, Charleston, 
second vice president; Jacob E. Reisch, Spring- 
field, secretary-treasurer; J. Ernest Breed and 
Theodore LeBoy of Chicago, Burtis E. Mont- 
gomery of Harrisburg, Willard W. Fullerton of 
Sparta and Newton DuPuy of Quincy, counci- 
lors; Maurice M. Hoeltgen, Leo P. A. Sweeney, 
and Carl F. Steinhoff of Chicago, Harry Mantz 
of Alton, and Dr. Montgomery, delegates to the 
American Medical Association; H. Close Hessel- 
tine and Norris J. Heckel of Chicago, Raleigh C. 
Oldfield of Oak Park, and Paul A. Dailey of 
Carrollton. and Lester S. Reavley of Sterling, 
alternate delegates, 

Dr. Hamilton is one of the founding members 
of the World Medical Association and a member 
of its board of trustees. He has traveled inter- 
nationally for the WMA. He also is a former 
chairman of the board of trustees of the Ameri- 
can Medical Association; served on the Illinois 
State Medical Society Council for 27 years, the 
longest term of any; and is president of the 
Kankakee County Medical Society. 

He holds an A.B. degree from the University 
of Illinois, S.B. degree from the University of 
Chicago, and M.D. degree from the Rush Medical 
College of Chicago. He interned in the Cook 
County Hospital, Chicago. During World War I 
he served overseas with the St. Luke’s Hospital 
unit with the rank of a captain in the medical 
corps. 

In Kankakee he is president of the Kiwanis 
Club, director of the Chamber of Commerce, 
vice president of the City National Bank, presi- 
dent of the Kankakee County Title and Trust 
Company, and member of the Kankakee County 
Country Club, Masons, Shrine, Elks, and Ameri- 
can Legion. He also is a member of the Chicago 
Athletic Association. 









From the Secretary's Office 





One of the interesting events of our move: A 
desk drawer would not close, and investigation 
brought to light a number of envelopes from 
down under the back of the drawer. One was 
a letter with a P.O. money order for $3.00 for an 
ad insertion in the Journal. Date of letter and 
M.O., November 14, 1944. 


Be sure to see that your county medical so- 
ciety is represented when the county meetings on 
the White House Conference on Aging are held. 
As dates become known in this office, your county 
society is notified. 


Sometime ago, our Joseph T, 
O'Neill, sent a letter to each county medical so- 
ciety in the state urging them to attend the 
Harold M. Camp Memorial Lecture on Wednes- 
day, May 25, during the annual meeting. 


president, 


We have had many calls from physicians rela- 
tive to the “Honest Ballot Association” of New 
York City. We have inquired about this organ- 
ization, and find that it is an old, established 
one. However, the survey of Illinois physicians 
is being made by them at the request of the 
Physicians Committee for Social Security, which 
is an offshoot of the Physicians Forum. At no 
time was the Illinois State Medical Society con- 
sulted relative to this survey, the membership list 
being obtained from some mailing organization. 


Posters for hospital bulletin boards have been 
mailed to chiefs of staff of all Illinois hospitals. 
Four of these posters were sent with a request 
that one each should be turned over to the ad- 
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ministrator and chiefs of medicine and surgery. 
Have vou seen them? If not, inquire. 


Most of the remaining degree mills in Illinois 
are religious in nature. They include the Amer- 
ican Bible School, which gives degrees in Theol- 
ogy, the College of Universal Truth, Kondora 
Theosophical Seminary, and Pioneer Theological 
Seminary. One institution is a law school ( Black- 
stone) that was organized “to meet the demand 
for law trained men.” According to an HEW 
release: “Letter to prospective students states 
regarding entrance requirements: ‘You don’t 
need a college education, in order to study law! 
You don’t need high school either! You don’t 
even need grammar school! Law is a study that 


s oss 


stands by itself... . 


The 1959 report of the Scientific Director of 
the Tobacco Industry Research Committee has 
been received. It is a very interesting report and 
includes abstracts of papers that have appeared 
in scientific journals 1958 through July 1959. 
The address is 150 E. 42nd., New York 17. 


On September 13, 14 and 15 the Fourth Na- 
tional Cancer Conference will be held in Minne- 
apolis, Minn. This Conference is held at four 
year intervals and is jointly sponsored by The 
American Cancer Society and the National Can- 
cer Institute. The theme will be “Changing Con- 
cepts Concerning Cancer.” and the program will 
be an outstanding one. 


George F. Lull, M.D. 
Secretary 
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Mr. Richards New ISMS 
executive administrator 


The Illinois State Medical Society this month 
welcomes Mr. Robert L. Richards as executive 
administrator. He joins the Society after having 
served as executive director of the American So- 
ciety of Internal Medicine in San Francisco. 

Mr. Richards is well trained in this field. He 
was with the Medical Society of the State of 
Pennsylvania for eleven years as staff secretary 
to the committees of the society, director of pub- 
lic relations and coordination of the committees, 
and finally as assistant director. In this capacity 
he directed staff activities in public relations, 
legislation, socio-economic and scientific areas, 
and served as administrative assistant to the ex- 
ecutive director. 

A native of Pennsylvania, Mr. Richards re- 
ceived his A.B. degree from Gettysburg College, 
where he specialized in history and education, 
and he has done graduate work at the American 


ee 


Robert L. Richards 
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Ags 


Donald L. Martin 


University in Biarritz, France. 

In World War II he served as a line Company 
Commander and as a regimental personnel officer 
with United States Paratroopers in the European 
Theater. He was awarded the Silver Star for gal- 
lantry in action and the Purple Heart. In 1946 
he was‘separated from the service as captain. 

Mr. Richards is a member of the Medical So- 
ciety Executives Association, The American Pub- 
lic Health Association, the Public Relation So- 
ciety of America, The American and California 
Societies of and the 
Press Club, Union League Club, and Kiwanis 
Club in San Francisco. Earlier he served a year 
a president of the Kiwanis Club in Harrisburg, 


Pa. He has addressed many meetings and con- 


Association Executives; 


vention groups. 

While many in the Society undoubtedly had 
an opportunity to talk with Mr. Richards at the 
annual meeting last month, we are happy that he 
is now an official member of the famiiy. 


Al Beock, Js. 
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Mr. Martin to direct 
ISMS public relations 


Effective July 1, Mr. Donald L. Martin, 
Springfield, director of information for the Illi- 
nois State Bar Association, will become director 
of public relations for ISMS in Chicago. 

Mr. Martin has been with the bar association 
since 1951 as executive assistant, assistant secre- 
tary and then managing editor of the Illinois 
Bar Association Journal. Since July 1955 he 
has served in his present position directing the 
association’s public information and _publica- 
tions programs that have twice won top national 
awards from the American Bar Association. 

Son and grandson of physicians, Dr. Delmar 
I. of Springfield and Dr. George Martin of St. 
Elmo and Brownstown, Mr. Martin is a grad- 
uate ef Springfield Junior College and St. Louis 
University, where he majored in pre-medicine. 

He is a veteran of three and one-half years 
in the U. S. Naval Reserve and served overseas 
as pharmacist’s mate second class at the end of 
World War II. 

In Springfield civic affairs he has been pub- 
licity director for the 1959 United Fund Cam- 
paign and is presently publicity director for the 
second YMCA building fund campaign. He is 
on the board of directors of the Springfield Ad- 
vertising and Public Relations Club and has 
served on both the public relations and publica- 
tions committees of the American Society of 
Association Executives. 

Mr. Martin has been selected as a finalist 
nominee for Outstanding Young Man of 1959. 

He, his wife Helen Ann, and their two chil- 
dren—Barbara, 15, and Mike, 13—will make 
their home in Wheaton. 


Mr. Boeck, scientific activities and 
publications director 


Mr. Al Boeck, Jr., assumed duties May 17 as 
director of scientific activities and publications 
of ISMS. He comes to Chicago from Madison, 
Wis., where he has been assistant to the vice pres- 
ident of advertising and public relations of the 
Oscar Mayer Co. During his four years there he 
helped establish a corporate public relations pro- 
gram and developed product publicity, wrote 
speeches, news releases, and features. 

He had previously been engaged in public re- 
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lations work for the Upstate Medical Cente of 
the State University of New York at Syra 
where he established their publications prog 
operated the news bureau, and served as an 
ministrative aide in production of college 
cations and professional programs. The prin 
service he designed and supervised has bec 
the model for the state university system. 

Mr. Boeck did his undergraduate work in 
native state, Iowa, at Simpson College in 
years with honors in history. Under a gradu: 
fellowship at Indiana University he earned 
M.A. in journalism and did further gradu 
work at the State University of Iowa under ; 
internship in its Information Office while coin- 
pleting his M.A. degree in public relations. Ile 
has also been working on his Ph.D. in mass com- 
munications at Syracuse University. 

Mr. Boeck has been a director of public rela- 
tions and instructor in English and journalism 
at State Teachers College in River Falls, Wis., 
where he established their first public relations 
program, and he held a like position at the Staite 
University Teachers College in Onenta, N. Y. 

His extra-mural activities in Madison have in- 
cluded serving as public relations chairman of 
the Dane County Mental Health Association and 
Jaycee projects, Chamber of Commerce Promo- 
tion Committee, and various PTA and Press 
Club activities. 

He is married and has two sons. 


Task completed 


With sincere regret we relinquish the strong 
guidance of Dr. George F. Lull this month who 
has served the Society since October 1959 as 
secretary-treasurer. We were extremly fortunate 
in obtaining the services of a man who had just 
resigned after a long period of administrative 
service at the AMA: secretary and general man- 
ager from January 1946-58 and assistant to the 
president during 1958. Before going to the AMA 
he had retired from the Army as Deputy Sur- 
geon General with the rank of Surgeon-General. 

We realize that Dr. Lull’s tenure of duty has 
been beset with the many problems of reorganiza- 
tion of the Society, including selection of new 
offices and moving. 

Those who have worked with Dr. Lull are im- 
pressed with the practicality of his voice of ex- 
perience, with his sincerity and understanding 
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and his knowing and able advice. We thank him 
for his help over a difficult period. With him 
to his new fields of endeavor go our best good 


wishes. 


The viral etiology of leukemia 


‘The past decade has seen a remarkable renais- 
sance of interest in the etiology of leukemia. 
This has become highlighted by the work of 
several groups of investigators. Gross induced 
leukemia in a low leukemic strain of mice by 
inoculation of newborn animals with cell free 
extracts of leukemic tissues; Graffi obtained 
similar results using extracts of malignant 
mouse tumors; Kaliss demonstrated that tumor 
tissue was leukemogenic even after lyophiliza- 
tion; Magrassi and Mas y Magro produced a 
diffuse guinea pig disease by the use of tissue 
extracts of human leukemia; Bergol’ts induced 
leukemia in mice with extracts of leukemic 
human tissues; Charlotte Friend induced leu- 
kemia in adult mice by a cell free filtrate; Sarah 
Stewart was able to propagate an agent in tissue 
culture which produces multiple tumors when 
inoculated into newborn mice. More recently, 
viruses have been demonstrated in human leu- 
kemia by means of the electron microscope by 
Dmochowski, and several investigators have 
shown that a virus is involved in roentgen in- 
duced leukemia of mice. 

Our own investigations on the etiology of 
human leukemia have taken a somewhat different 
direction. The a priori assumptions on which the 
experiments were based were (1) that leukemia 
is a systemic infectious disease; (2) that the 
“leukemic” manifestations of the disease rep- 
resented a defensive host response, and (3) that 
the causative agent would probably be found in 
its least modified form in those tissues in which 
histologic evidences of leukemia were minimal. 
For these reasons we have used cell-free filtrates 
and cell-free supernates of brain as the inducing 
material instead of tumor or leukemic tissue, 
and in both the experimental model, using the 
mouse, and the crucial experiments, using ma- 
terial from human sources, brain extracts have 
been found to have high leukemogenic activity. 
Based on the findings to date, a number of con- 
clusions may be drawn: 

1. Leukemia may be transmitted to both 
leukemia susceptible and nonsusceptible 
adult mice by the use of cell-free filtrates 
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obtained from both leukemic mouse and 
leukemic human brain. 

2. Both active and passive immunity may be 
induced in the mouse, and active immuniza- 
tion seems possible in man. 


3. An inhibiting substance is present in leu- 
kemic tissues which interfers with the dem- 
onstration of the leukemogenic agent. 


These experiments do not conclusively prove 
that viruses are directly etiologically responsible 
for leukemia. Even the demonstration of viruses 
in leukemic tissues will not prove this. However, 
the evidence is becoming formidable that a 
cause and effect relationship, even if indirect, 
exists. When this becomes established, a signal 
forward step toward the understanding of leu- 
kemia will have been taken. 

Steven O. Swartz, M.D. 


Fractured hips 

In 1935 Dr. Kellogg Speed’ called the frac- 
tured hip “the unsolved fracture.” Each of three 
major schools of thought in the development of 
treatment has favored a different type of treat- 
ment. The first and formerly predominant group 
was conservative in its preference of a plaster 
of Paris spica; indeed, it was the only form of 
treatment in the early days. The body spica gave 
satisfactory union of bone in from 50 to 90 per 
cent of cases; however, the high of 90 per cent 
was never borne out in my experience. The meth- 
od entails confinement in bed for at least three 
or four months. Since ankle, knee, and hip re- 
main stiff after removal of the cast, to mobilize 
them often required more time and care than 
that necessary for healing the fractured hip. And 
the mortality was high, particulary among the el- 
derly, for whom prolonged bed rest, even when 
changing positions, is a hazard. Furthermore, 
contractures occurred in the joints; muscles be- 
came fibrotic. 

Traction was the next common type of im- 
mobilization practiced. This permitted the 
patient to sit up in bed and to move the ankle 
and foot, but it did not immobilize the knee ; thus 
it caused contractures and stiffness in the knee 
joint. The outlook with traction was a little bet- 
ter than 50 percent union of bone. The incidence 
of bone growth was low; this left much to be 
desired regarding healing of the fractured site. 

Closed internal fixation followed as the third 
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method of treatment and results were better. 
The advent of effective lateral view roentgeno- 
grams of the hip joint gave it impetus. Methods 
of internal fixation employed wires, screws, and 
flanges in the form of a Smith-Petersen nail, 
the variations having been made _ possible by 
Smith-Peterson*, who revised the use of metal 
in the neck of the femur. Moreover, by roentgeno- 
graphic control, especially through the help of 
anteroposterior and lateral views, anatomic re- 
duction became more nearly accurate. Closed in- 
ternal fixation could be accomplished under 
local anesthesia with little shock to the patient. 
Early mobilization was possible, although union 
of bone still varied from 75 to 90 per cent. At 
the same time introduction of mechanical aids - 
guides and special apparatus allowed the 
patient to assist himself. 

Today many still believe that closed internal 
fixation is the best form of treatment; others 
believe that, notwithstanding correct reduction 
and anatomic position, union of bone fails in a 
certain percentage of cases because of soft tissue 
interposition at the time of the accident. It 
should be borne in mind that a person does not 
fall and break his hip; he breaks his hip and 
then falls. This sequence has prognostic signifi- 
cance, because of the danger at the time of the 
accident that soft tissue will be impacted or 
driven between the bone ends that have been 
separated by the external rotation. Furthermore, 
internally rotating and correcting the position 
and then securing it by means of some form of 
internal fixation does not accomplish union so 
often as an open operation does. 

An open operation exposes the fractured site, 
permits freshening of the surfaces, and provides 
opportunity to secure correct position by some 
form of internal fixation. Of additional impor- 
tance is the opportunity afforded the surgeon to 
see how much circulation is present before he 
proceeds. Aged patients with fractures of the 
hip often do not have any circulation in the head 
of the femur, and operative procedure must be 
governed accordingly. On the whole, open intern- 
al fixation gives better results and a lower mor- 
tality than any other method. 

A current trend is to remove the fractured 
head of the femur and immediately insert a metal 
prosthesis. Resins and plastics had been tried, 
but they cracked or broke and had to be removed. 
Most surgeons agree that for those patients past 
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life expectancy, for those who have a malign 
or for those who have had an old coxa mag 
some related pathologic disorder metal prost 
are contraindicated. When they are used — idj- 
ciously, however, results have been encoura. ing, 

Subtrochanteric osteotomy is another curr atly 
popular form of treatment, the technique for 
which vary. The purpose is to change the w: ght 
bearing so there is a direct weight to the } oad. 
The aim is to increase circulation and re) \ove 
the stress angle. Some surgeons combine « ste- 
otomy with internal fixation. Osteotomy alo 
in combination with internal fixation is re: 
mended here to secure a union of bone. 

Advances are being made to ascertain 
status of the circulation. By the use of tagged 
materials one can determine fairly well the 
amount of circulation in the head of the femur, 
This investigative channel is still superficially 
explored but promises to minimize the number 
of unwarranted surgical procedures. 

Notwithstanding significant improvements in 
techniques of treatment, because no one yet 
knows what makes bone grow, a fractured hip in 
1960 remains the “unsolved fracture” of 25 vears 
ago. 

James J. Callahan, M.D, 


1. Speed, Kellogg: Surg. Gynec. & Obst. 1935, 60:345. 
2. Smith-Petersen, M. N.: Surg. Gynec. & Obst. 1937, 64:293. 


Label warnings for drugs 


The pilot of the airlines that crashed near 
Charlottesville last October was taking tranquil- 
izer pills, according to a UP story that ap- 
peared in local newspapers. He had been under 
the care of two psychiatrists, as though one were 
not enough. 

No mention was made of the type of tran- 
quilizer, or whether one or both psychiatrists 
had forbidden him to fly. The pilot may have 
heen depressed because of a recent divorce and 
loss of custody of his children. A tranquilizer 
under these circumstances was indicated. 

The basic question is whether a pilot should 
be grounded while undergoing psychiatric care or 
while taking certain drugs. If the physician is 
of this opinion, he should insist even to the point 
of calling the employer. The life of his patient 
and others are endangered by any other approach. 

Many modern drugs have an adverse effect on 
vision, equilibrium, judgment, concentration, and 
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other faculties used in everyday living. We will 
never know how many seemingly goofy, reckless, 
or inattentive drivers have just left a psychi- 
atrist’s office or taken their medicine. A warn- 
ing is in order when potentially dangerous drugs 
are prescribed. The least we can do is insert on 
the prescription “Do not drive or operate ma- 
chinery while taking this medication.” 

T. R. Van Dellen, M.D. 


Fad feeding 


Most medical conventions are covered by the 


press and releases are made well in advance 
by the public relations department. The program 
is scanned for “newsy” items that will catch 
the public eye. Some of the authors are aware 
of what editors want and include choice tidbits 
that little but make headlines and 


publicity. 


mean very 

Science writers are looking also for something 
new and different. A recent release on a revolu- 
tionary infant feeding program was a natural 
for their papers. It stemmed from a talk given 
by a Miami pediatrician at the twelfth annual 
assembly of the American Academy of General 
Practice. These were the results of his recom- 
mendations relative to feeding 1,500 infants. 

The pediatrician “pointed out that even babies 
in hospital nursery do nicely on a six hour feed- 
ing schedule and enjoy cereal when they are 
only two or three days old.” Oatmeal and barley 
are the best starters, preferably as thick as putty. 
Strained vegetables are added to the noontime 
feeding at ten days; four days later he adds 
strained meats at noon or at 6 p.m. 
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By the seventeenth day the child is eating 
regular little meals. This is followed by orange 
juice and cod liver oil, and on the fourth week 
they get soft-scrambled, coddled eggs or hard 
boiled egg volk. Crisp bacon, well crumbed, is 
added by the ninth week. 

He “added that the six month old child often 
enjoys and is not harmed by an occassional cup 
of coffee.” 

There is a good chance that your patients will 
read this before you do unless you attended the 
convention. 

We are so anxious to have our children grow 
up; and after they do, we are sorry that they 
are no longer children. Mothers may be enthusi- 
astic about these accelerated programs, but they 
are missing one of the most enjoyable periods 
of life by concentrating on solid foods instead 
of nursing. 

The study made headlines, but demonstrates 
only one thing: Infants can tolerate almost any 
type of food with the possible exception of fats. 

T. R. Van Dellen, M.D. 
Military service for physicians 

Selective service informs us that the Armed 
Forces needs most physicians liable for military 
service under the Universal Military Training 
and Service Act. All reserve officers deferred for 
residency in most specialties will be called. Short- 
ages exist in certain specialties and in the group 
of officers who have not specialized. In addition, 
there is a continuing need for applications for 
the residency program as well as for reserve com- 
missions and active duty at the conclusion of 
internship. 





AT THE EDITOR’S DESK 





SUBMINIATURE HEARING AID 


Telex, Inc. makes a new hearing aid in which 
the ear receiver is not directly connected to the 
eyeglasses which house the transmitter. This 
permits the wearer to remove his glasses without 
detaching or removing the earpiece. They have 
been able to eliminate the mechanical connection 
by making the glasses a subminature radio 
transmitter and the earpiece a receiver. The tiny 
transmitter broadcasts with a power of one one- 
thousandth of a watt over a distance of less than 
half an inch. Electronics are wonderful — we 
expect a device any moment that will let us 
know what others are thinking about. Deafness 
will no longer be a handicap because we will be 
able to communicate via thought waves. The ears 
will become a vestigial, women will no longer 
be mysterious, and blushing will become a major 


problem. 


PHARMACEUTICALS 

You pays your money and takes your choice. 
There were two news releases on the treatment of 
obesity by competing companies with appetite- 
suppressing drugs to sell. Writers for Wm. 8. 
Merrill stressed three reasons why 36 million 
Americans are overweight: habit, heredity, and 
unhappiness. The writers for Nordson tackled 
the problem by giving three reasons why most 
fat people do not lose weight: One in three really 
doesn’t want to, one in five is too dumb, and one 
in five has to overeat for emotional satisfaction. 

Sorboquel is reported by White Laboratories 
to be a new highly effective anti-diarrheal drug 
for the symptomatic treatment of beth acute and 
chronic diarrheas. So far so good, but the news 
release continues, “that will be made available 
in the near future.” We wonder how many lay 
diarrheators can wait until the product comes 
on the market. 

MER-29, the highly publicized anticholester- 
emic agent of the Wm. S. Merrell Company, was 
made available for prescription use June 1. 
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Regardless of the cause, both had the solu 
Merrill recommended their new drug Ten 
whereas Nordson suggested Levonor. Nee: 
to say, diet was mentioned by both but relegst 
te a somewhat inferior position. 

*Methakote,” 
treatment and prevention of diaper rash, cradle 
cap, excoriations, and chafing of the infant skin, 


a new pediatric creme for the 


has been announced by the Pharmaceutical Divi- 
sion of the Borden Company. 

Orabase Emollient (Squibb) is a special dental 
protective paste that will stick to the wet sur- 
faces of the mouth and gums for prolonged 
periods. It is reported to be of value in the treat- 
ment of any injury to the oral tissues resulting 
from denture irritation, toothbrush trauma, or 
cancer sores. 

New simplified tests for ketone bodies in urine, 
blood, serum, milk, and other body fluids were 
the Ames 
Research Laboratory. They are especially useful 
oral 


described recently by a group from 


in children and in diabetics receiving 
hypoglycemic agents. Ketostix is the name of 
the newcomer. It reacts with acetoacetie acid in 
Acetest that with both 


acetoacetic acid and acetone. 


contrast to reacts 


SeizE HEALTH COCKTAILS 


Many physicians will be happy to read the 
April Report on Enforcement and Compliance of 
the FDA, in which the Honey-Vinegar “Health 
Cocktail” was seized. Honey and apple cider 
vinegar will not keep the doctor away even though 
a best-selling book advocates the combination as 
the secret of perfect health and long life, accord- 
ing to the Food and Drug Administration. More 
than 5,000 cases of the mixture were seized on 
charges that it was misbranded because the label 
failed to bear “adequate directions for use” in 
the many disease conditions for which it was 
intended. Directions for use cannot be “ade- 
quate,” FDA said, if the product will not be 
effective when the directions are followed. 
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‘hose writing on a rival product called fib- 
rinolysin (plasmin) appear to be more optimis- 
tic than our local clinicians. Deep-lying leg 
veins obstructed by clots improved faster and 
suffered fewer complications, according to Dr. 
Kenneth Moser of our nation’s capital. He came 
to these conclusions following a controlled study 
of 62 patients. Fibrinolysin has been given to 
laboratory animals soon after an experimentally 
produced heart attack. It seemed to flush away 
a sludge of microscopic clots in the smallest 
coronary vessels, and according to Heart Re- 
search News letter, it reduced by as much as 25 
to 50 per cent the damage to the heart muscle. 
We may see the day that an enzyme will be 
able to clear out a coronary or carotid artery or 
to dissolve a clot in a saphenous vein. But more 


time needed to evaluate our present products. 
ARTIFICIAL KIDNEYS, COFFEE DISPENSERS, ETc. 


Articles on health and medical progress are 
given high priority by editors of newspapers, 
magazines, TV, and radio. A story on the arti- 
ficial heart or kidney makes headlines because 
we have been raised on the idea that man cannot 
improve on nature. Such inventions are ingenious 
and are regarded as the epitome of scientific 
progress, 

But our medical machines are toys compared 
with modern computors, such as the Univac, that 
do more work in an hour than an army of men 
can do in a year. A computor is limited only by 
the capacity. of the men who decide what they 
want the machine to do and the men who know 
how to make the proper adjustments so that it 
will perform properly. Hence, it is not “a brain” 
even though it makes calculations more rapidly 
than is possible by a mathematical genius. 

The peripatetic correspondents of the Lancet 
also consider the artificial heart a simple con- 
trivance compared with the most primitive Amer- 
ican coffee dispenser. The heart pump, according 
to the correspondent, has only to pump a few 
pints of blood; but a coffee dispenser must know 
whether the individual wants black coffee, coffee 
with cream, coffee with sugar, or coffee with sugar 
and cream. It must know how much coffee to put 
into each cup, and the same applies to the 
quantity of sugar and cream. 

We are as awed as this Britisher who said, 
“Have you ever wondered how the cup always 
arrives first, then the coffee, then the cream, 
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and lastly the sugar, and always in that order?” 

He also praised the soft drink dispenser that 
distinguished between American and English 
coins. Coke machines and coffee dispensers have 
one advantage over the artificial heart and kidney. 
They refuse to work when empty even though 
primed with a genuine dime. When the heart 
or lung machine fails—you’ve had it. 
New Test ror LE 

A simple diagnostic test for disseminated 
lupus erythematosus has been devised at the Na- 
tional Institutes of Health. It is so accurate and 
quick that it can be used for screening purposes. 
The diagnostic procedure is similar to that 
originally used to identify rheumatoid arthritis. 
The new test employs desoxyribonucleic acid 
(DNA) rather than gamma globulin to coat and 
sensitize bentonite, a type of colloidal clay. When 
a drop of patient’s serum is added to this mix- 
ture, a flocculation occurs in a few moments if 
the disease is present. 


DruGs PropuceD AS A SERVICE 


Many specialty drugs are used so seldom that 
they are marketed at a loss. They are continued 
because of their value in the treatment of rare 
diseases. According to the publication, New Med- 
ical Materia, no reasonable price to the patient 
could cover the costs of research, development, 
clinical trials, quality controls, manufacturing, 
and distribution. They are donations “as a serv- 
ice to physicians and their patients.” 

Eli Lilly, for example, makes acetyl stro- 
phanthidin for critical cases of congestive heart 
failure. There were only 150 known cases in 1959 
requiring this drug. They also produced col- 
chicine ampules in that year for 75 cases of acute 
gout. Wyeth makes Direct Sky Blue for detect- 
ing cancerous tissue in surgery. It was used 
on less than a thousand cases. Ketonil® is a 
Merck product that was administered to prevent 
mental deterioration in an equal number of in- 
fants and children with phenylketonuria. Mead 
Johnson keeps a supply of Lofenalac® for the 
same purpose. Cutter has a rare human blood 
fraction for the maintenance of patients with 
hemophilia B. There were 5 or less cases in 1959. 

The publication listed a sampling of 32 prod- 
ucts in this category. The pharmaceutical in- 
dustry deserves a vote of thanks for making these 
drugs available. 















PLOTTING VACCINE SUPPLY AND DEMAND 


This spring the surplus of polio vaccine stacked 
up to 26.4 million doses, while 90 million Amer- 
icans still needed to be vaccinated. This is be- 
coming a usual occurrence in the winter months 
as well, according to Dr. Leroy E. Burney, Sur- 
geon General of the Public Health Service, and 
is likely to be followed by a shortage in the sum- 
mer when an increase in polio reminds people 
they should be vaccinated. It takes four months 
to manufacture the polio vaccine. The material 
will be difficult to impossible to get if the demand 
is high this summer. 

Dr. Burney suggests that we remind our pa- 
tients that the vaccine is most effective if used 
before polio is prevalent and that it is the third 
shot, due seven or more months after the first 


two, that gives the greatest protection. 


LEASE X-RAY EQUIPMENT 
Cobalt teletherapy, x-ray and 
fluoroscopic equipment can now be leased for 


apparatus, 


terms of three years and longer from Nationwide 
Leasing Company of Chicago. The cobalt units 
include Theratron Junior, the Theratron “Bb,” 
and the Eldorado Super C and all models of 
machines of Standard X-ray Company, which is 
cooperating in this venture. 


FUMES AND FUMING 


Regarding automobiles: Publishers Printing 
Company quotes the Bureau of Public Roads as 
estimating 114 million cars by 1976. This rep- 
resents a climb of 63 per cent over the 70 million 
of the past vear. At this rate there will be three 
cars to every four drivers — a sales pitch for the 


small two-seaters because will be 
scarce. The report also states that Detroit is 
worried about compulsive legislation relative to 


air pollution. Manufacturers are taking the initi- 


passengers 


ative and providing devices to control crank-case 
fumes on all cars to be produced in 1961. What 
about exhaust fumes which are far worse than 
those from crank-cases ? 


MOLECULE JUGGLING 


Roerig’s ex-medical director made some in- 
teresting comments before Kefauver’s committee 
this winter. Dr. H. J. Weinstein was opposed to 
molecule juggling by competing pharmaceutical 
firms because it resulted in a flood of me-too 
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products different enough to by-pass pate) is 
rights but too similar clinically to be worth © ie 
research cost and effort. The scores of tranq:. |- 
izers, oral diuretics, and new cortisones are ty. j- 
cal examples. The pharmaceutical industry cae 
back with examples of how molecule juggl. \¢ 
also produced improved products (oral penic |- 
lin) that benefited many patients. 

Weinstein also objected to valueless drug co. \- 
binations, such as steroid-tranquilizer mixtwi 
and berated the battle of additives that has be: n 
going on in this industry. These points are me. 
tioned to acquaint physicians with pharmace- 
tical jargon and to explain why so few new proi- 
ucts are really new. Each drug must be carefuliy 
evaluated from this angle. The extra premiuin 
the patient pays for a product with greater horse- 
power or faster absorbability may not be worth 
the difference. Combination drugs are not always 
needed, and all too often the active ingredients 
can be purchased alone at half the price. 


LONG-HAIRED BRAIN SURGERY 


Williams, writing in the April issue of the 
Journal of the International College of Surgeons, 
recommends an ordinary, nonlacquer hair spray 
in lieu of shaving the scalp for brain surgery. 
He has his female patients wash their hair five 
times in the 3-5 days before surgery with a 
detergent-hexachloraphene shampoo. Following 
anesthesia, the hair is moistened, parted along 
the line of intended incision, and combed into 
small pony tails. The hair spray is applied two 
the the 
incision is made. The spray is antiseptic because 


or three times over entire head and 
of its high alcohol content. 
The advantage: She leaves the hospital with 


unshorn locks, 
CLEARING THE ARTERIES 

The intravascular 
clots are difficult to purify. The strep organism, 
for example, produces in the neighborhood of 100 
different substances along with streptokinase. 


enzymes used to dissolve 


Some of these can cause reactions in man. They 
believe at Lederle that the impossible has been 
accomplished: They now have a half ounce of 
pure streptokinase. It cost them $250,000. Ac- 
cording to a company release, intense research is 
now underway to try to refine the production 
process so larger and more economical yields can 
be obtained. 
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Committee on rehabilitation 


A new Medical Advisory Committee in the 
Oftice of Vocational Rehabilitation has been es- 
tablished with Dr. Howard A. Rusk, director of 
the Institute of Physical Medicine and Rehabili- 
tation, New York University-Bellevue Medical 
Center, as chairman. 

The committee will assist in the planning of 
long-range medical programs and policies related 
to the current and expanding State-Federal re- 
habilitation program. Dr. Dean W. Roberts, ex- 
ecutive director of the National Society for Crip- 
pled Children and Adults, Chicago, is one of the 
10 members of the committee. 


July clinics for crippled children 

Twenty-two clinics for Illinois’ physically 
handicapped children have been scheduled for 
July by the University of Illinois, Division of 
Services for Crippled Children. The Division 
will count 18 general clinics providing diagnostic 
orthopedic, pediatric, speech, and hearing ex- 
amination along with medical, social, and nurs- 
ing service. There will be two special clinics for 
children with cardiac conditions, one for children 
with cerebral palsy, and one for children with 
rheumatic fever. 

Clinicians are selected from among private 
physicians who are certified Board members. Any 
private physician may refer to or bring to a con- 
venient clinic any child or children for whom he 


mav want examination or consultative service. 


July 1—Chicago Heights (Cardiac), St. James 
Hospital 
July 6--Hinsdale, Hinsdale Sanitarium 
vy %—Flora, Clay County Hospital 
July 12—East St. Louis, St. Mary’s Hospital 
July 12—Peoria, Children’s Memorial 
v1 Champaign-Urbana, McKinley Hospi- 


July 


July 
tal 

July 13—Joliet, Silver Cross Hospital 

July 14—Cairo, Public Health Building 

July Sterling, Community General Hospital 
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July 14—Springfield, St. John’s Hospital 

July 19—Alton, Alton Memorial Hospital 

July 19—Danville, Lake View Hospital 

July 19-—Quiney, St. Mary’s Hospital 

July 20-—-Evergreen Park, Little Company of 
Mary Hospital 

July 21—Elmhurst (Cardiac), Memorial Hos- 
pital of DuPage County 

July 21—Rockford, St. Anthony’s Hospital 

July 26—Effingham (Rheumatic Fever), St. 
Anthony’s Hospital 


July 26—Peoria, Children’s Hospital 
July 2%7—Aurora, Copley Memorial Hospital 
July 2%7—Springfield P.M. (Cerebral Palsy), 


Memorial Hospital 

July 28——Decatur, Decatur-Macon County Hos- 
pital 

July 28—-Mt. Vernon, Masonic Temple 


Malformations bibliography 


Publication of a new monthly annotated bib- 
liographical record of articles on congenital 
malformations published in periodicals through- 
out the world has been announced by The Na- 
tional Foundation. “Current Literature—Con- 
genital Anomalies,” the first comprehensive 
reference on the subject, will be sent initially 
to 1,700 selected individuals and institutions 
all over the world. 


Free booklet on epilepsy 


A new booklet, “Epilepsy—Its Causes, Effects 
and Treatment,” designed to give the epileptic, 
his family and friends an understanding of the 
condition and advice about treatment, is avail- 
able free of charge from the Federal Association 
for Kpilepsy. 

It was written especially for the association 
by Dr. Virginia A. Duggins, a member of the 
staff of the Department of Neurology and Neuro- 
logical Surgery, George Washington University 
School of Medicine. 

Copies may be obtained from the Association 
at 1729 F St., N.W., Washington, D.C. 










NEWS of the STATE 





County 
Cook 


Cuicaco Societies. At the May program of 
the Chicago Surgical Society papers presented 
were “Modification of the T Tube,” Edwin M. 
Miller, (Discussants: John T. Reynolds, and 
Francis H. Straus) ; “Ulecerogenic Tumors of the 
Duodenum,” Harry A. Oberhelman and Thomas 
S. Nelsen; “Gangrenous Perforation of the Gall- 
bladder,” E. Lee Strohl, Willis G. Diffenbaugh, 
J. H. Baker, and M. A. Cheema. The Society’s 
Annual Award for Surgical Research was pre- 
sented to Harry A. Kaupp, Jr. for his paper, 
“The Role of Cerebral Edema in Ischemic Cere- 
bral Neuropathy Following Simulated Cardiac 
Arrest in Dogs and Monkeys and Its Treatment 
with Hypertonic Urea.” 

Lectures. The final the 
North Shore Hospital Lecture Series on Office 
Management of Emotional Disorders was given 
June 1. “Management of the Psychiatric Patient 
Not Suited to Office Practice,” 
Dr. Eugene S. Turrell, professor and chairman, 
department of psychiatry, Marquette University 
School of Medicine, Milwaukee. 

Dr. T. R. Van Dellen, editor of the Illinois 
Medical Journal, spoke on “The Practicing 
Physician, Transmitter of Medical Information 
to the Public” in a symposium on Medical Com- 
munications Day, co-sponsored by the New York 
State Journal of Medicine and the American 
Medical Writers’ Association New York Chapter, 
May 14. 

APPOINTMENTS. Dr. Samuel Andelman, Chi- 
cago’s new commissioner of health, has been 
chosen president elect of the Illinois Association 
of Medical Health Officers. 

Dr. John P. Waitkus, a member of the staff 
at St. Bernard’s Hospital, has been named chair- 
man of the department of surgery. 


lecture in annual 


was discussed by 
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Fulton 


Dr. K. H. Frankhauser, Avon, spoke on “Clin- 
ical Hypovitaminosis,” at the May meeting of 
the Fulton County Medical Society. 


Lake 


“A New Amine Buffer for Clinical Acidosis” 
by Dr. 8S. J. Anderson and “The Mechanism of 
Action of New Diuretic Agents” by Dr. R. L. 
Herting were the topics of discussion at the May 
meeting of the Lake County Medical Society. 


Madison 


Dr. Ben H. Senturia, associate professor of 
clinical otolaryngology, Washington University 
School of Medicine, spoke on the subject, “Deat- 
ness: What Can Be Done About It?” at the May 
meeting of the Madison County Medical Society. 


Sangamon 


MeetinG. The May meeting of the Sangamon 
county Tuberculosis Association celebrated its 
olas Hotel. Dr. Benjamin Boshes, chairman of 
the department of neurology and psychiatry at 
Northwestern University, spoke on the subject, 
“Current Relationship of Psychiatry to Medi- 
cine.” 

FirtretH ANNIVERSARY. The Sangamon 
County Tuberculosis Association celebrated its 
50th anniversary with a dinner at the St. Nich- 
olas Hotel on May 11. Dr. David B. Radner, 
medical director of Winfield Hospital and direc- 
tor, chest department, Michael Reese Hospital, 
spoke on “The New Challenge in Tuberculosis.” 
Vermilion 

At the April meeting of the Vermilion County 
Medical Society, the formation of a Health 
Council for the promotion of good public health 


and sanitation in the entire county was approved 
unanimously by the Society. 
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. CONGRATULATIONS 


These ten Southern Illinois physicians posed with 
Gov. William G. Stratton represent well over 500 
years of medical service to their communities. Left 
to right, Drs. Claude J. Sanders, H. D. Gillette and 
J. Carl Hall of Centralia; Dr. Andrew Hall of Mt. 


General 


Firry-YeAR CLuB Banquet. Three physicians 
were honored at a banquet at flower-decked St. 
Mary’s Hospital in Centralia May 4 on having 
completed 50 years of practice. Members of the 
Marion County and the Jefferson-Hamilton med- 
ical societies and their wives attended. 

A 50-year certificate and pin were presented 
to Dr. H. D. Gillette of Centralia by Dr. Arthur 
Goodyear of Decatur, ISMS Counsellor. Dr. An- 
drew Hall, Mt. Vernon, made the presentations 
to his nephew, Dr. J. Carl Hall of Centralia and 
to Dr. William Parker of Mt. Vernon. Sister 
Simonette, administrator, presented plaques to 
the two Centralia physicians honoring their long 
association with the hospital. 

Dr. Herbert J. Levine, Marion County Med- 
ical Society president, was master of ceremonies. 
He introduced Gov. Stratton as a guest and with 
Dr. Morris Zelman of Mt. Vernon, presented en- 
graved plaques to the Governor in recognition of 
his contributions to the medical profession and 
the welfare of Southern Illinois. The Governor 
received a standing ovation. 

ResEARCH FELLowsuHiPs. In its fifth year of 
a five-year Federal program to increase manpow- 
er for research in the preclinical sciences, the 
U.S. Publie Health Service’s National Institutes 
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Sentinel Staff Photos 
Vernon; Dr. H. L. Logan of Salem; Governor Wil- 
liam G. Stratton; Dr. Roscoe Vernon of Nashville; 
Dr. William Parker of Mt. Vernon; Dr. James Wells 
of Waltonville; Dr. Beverly Moore of Benton and 
Dr. H. O. Willigms of Centralia. 


of Health announced the award of 44 five-year 
Senior Research Fellowships. Illinois recipients 
of these fellowships are William R. Martin, De- 
partment of Microbiology, University of Chi- 
cago; Renato L. Baserga, Department of Pathol- 
ogy, and Robert C. Parlett, Department of Micro- 
biology, both of Northwestern University. The 
program, administered by the Division of the 
General Medical Sciences, provides partial sup- 
port of promising young scientists in the period 
between completion of their postdoctoral research 
training and their eligibility for permanent aca- 
demic appointments. The fellowships are ap- 
proved by the Senior Research Fellowship Selec- 
tion Committee composed of deans of medical 
schools and heads of university departments con- 
cerned with research and teaching. 

Ricketts MemortaL Awarp. Dr. Karl F. 
Meyer, one of the world’s outstanding authorities 
on diseases of wild animals transmittible to man, 
received the 1960 Howard Taylor Ricketts Me- 
morial Award of the University of Chicago on 
June 6. He delivered the annual Ricketts Lec- 
ture on “Plague in the Light of Newer Knowl- 
edge.” Dr. Meyer is a pioneer in the investigation 
of sylvatic plague. He is director emeritus of the 
Hooper Foundation for Medical Research and 
professor emeritus of experimental pathology of 
the University of California. 





Deaths 


H. F. Bovyer*, Chicago, who graduated from 
Meharry Medical College, Nashville, Tennessee, 
in 1928, died April 11, aged 61. An eye, ear, nose 
and throat specialist, he was senior attending 
surgeon at Provident Hospital. He was also a 
former president of the Cook County Physicians 
Association and a member of the Citizens’ Com- 
mittee of the YMCA. 

Rotanpo D. CanpeLa*, Chicago, who gradu- 
ated at Universidad de la Habana Facultad de 
Medicine y Farmacia in 1943, died November 8, 
aged 41. 

EBERT CLARK’, retired, La Jolla, California, 
formerly of Evanston and Winnetka, who gradu- 
ated at Rush Medical College, Chicago, in 1916, 
died April 16, aged 78. Formerly assistant pro- 
fessor of anatomy at the University of Chicago, 
he helped to establish the government medical 
school in Manila. 

JoHN J. DaHi*, Elmwood Park, La Grange, 
and Western Springs, who gradufted at North- 
western University Medical School, Chicago, in 
1941, died April 14, aged 44. He was staff mem- 
ber of St. Anne’s hospital and Community Me- 
morial hospital. 

Witiiam B. DovGHErRTyY*, Chicago, who grad- 
uated at College of Physicians and Surgeons of 
Chicago, School of Medicine of the University 
of Illinois in 1906, died April 16, aged 81. He 
was a supervisor for the Board of Health for 
almost 50 years. 

RopeN R. Durr, Jr.*, Chicago, who graduated 
at Creighton University School of Medicine, 
Omaha, Nebraska, in 1936, died April 15, aged 
53. 

ArTHUR E, Kanun*, Cheyenne, Wyoming, 
formerly of Deerfield, Illinois, and a graduate 
of the University of Illinois College of Medicine, 
Chicago, in 1937, died January 21, aged 50. 


SamMvueL I. KaurMan*, Chicago, who gra u- 
ated at Loyola University School of Medic 
Chicago, in 1921, died April 22, aged 66. He 
chief ophthalmologist at Mt. Sinai Hospita 
professor at the Chicago Medical College, ; 
served on the staff at Cook County Hospital. 

JoHNn A. Linpguist*, Springfield, who gra 
ated at Hahnemann Medical College and Ho: 
tal, Chicago, in 1901, died April 15, aged 87. 

Louis Lirron*, Chicago, a graduate of 
University of Illinois College of Medicine, ( 
cago, in 1924, died April 10, aged 65. He wa 
founder of Phi Lambda Kappa fraternity at t) 
University of Illinois medical school. 

Ermer V. McCartuy*, Chicago, who gradi 
ated at St. Louis College of Physicians and Sur 
geons in 1923, died May 1, aged 63. He was chicf 
of staff at South Shore Hospital, and had been 
a past president of the South Chicago Branch of 
the Chicago Medical Society, and a president of 
the Freedom Club of Downtown Chicago. 

ARTHUR (, SeGuin*, retired, Des 
who graduated at Loyola University School ot 
Medicine in 1927, died February 11, aged 64. 

WILLIAM CHRISTIAN SPANNAGEL, East St. 
Louis, Illinois, who graduated at Washington 
University School of Medicine, St. 
1903, died January 17, aged 86. 

Ertc W. Tuurston*, retired, La Jolla, Cali 


Plaines, 


Louis, in 


fornia, formerly staff pathologist for St. Mary’s 
Hospital, Chicago, who graduated at St. Louis 
University School of Medicine in 1929, died 
April 9, aged 59. 

Harry H. VoLsBerpinc*, retired, Roselle, who 
graduated at the University of Illinois College of 
Medicine, Chicago, in 1915, died April 21, aged 
69. He had been a member of the staffs of Du- 
Page County Memorial Hospital, Elmhurst, and 
St. Joseph Hospital, Elgin. 


*Indicates members of the Illinois State Medical Society 
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BOOK REVIEWS 








SoiL, Grass AND Cancer. By Andre Voisin. 
Translated by Catherine M. Herriot and Dr. 
Henry Kennedy. $15. Pp. 302. New York, 
Philosophical Library, 1959. 

When I was asked to review Dr. Andre Voi- 
sin’s book on Soil, Grass and Cancer, I did not 
realize the thrill that was in store for me. 

[ was born and raised on a farm where I be- 
lieve is the most wonderful laboratory for re- 
search—probably one reason this book was of ex- 
ireme interest to me. 

About 45 years ago a colleague and I attended 
a lecture given by a medical missionary who had 
just returned from the Congo. After showing 
slides and discussing some of the cases, he re- 
marked that if there were medical men in the 
audience he wished to make a statement that 
would be of particular interest to them. Out of 
the thousands of natives none had cancer. I re- 
marked to my friend then that cancer was a 
nutritional disease and that the biochemists were 
the ones who were going to have to work out the 
solution to the cause of it. It has developed in 
the past 40 vears that after these natives were on 
a white man’s diet some developed cancer. This 
also pertains to the Eskimo. 

The bibliography covering 428 references is 
proof in itself of the extensive research that Dr. 
Voisin has done, and I must say it is worth read- 
ing and re-reading, particularly by people in- 
terested in cancer. 

I can readily understand that there might be 
some skeptics on this subject, but they are not 
familiar with the tricks our natural resources 
which produce our livelihood can play on us. 
There is just one subject that I think Dr. Voisin 
has treated rather lightly and that is the electro- 
spectrographic analysis of tissue, food, and soil 
and their relationship to cancer. May I add here 
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that this same analysis applies to many of our 
constitutional diseases as cardiovascular and 
arthritic diseases. 

I can certainly recommend the reading and 
close study of Dr. Voisin’s book “Soil, Grass and 
Cancer” and hope some of the dust stays on you. 

G. C. Otrich, M.D. 


CHRISTOPHER'S TEXTBOOK OF SURGERY. Edited 
by Loyal Davis, M.D. 7th ed. $15, Pp. 1511, 
Philadelphia, W. B. Saunders Company, 1960. 
This textbook, as re-edited by Dr. Loyal Davis 

is a sparkling series of short monographs cover- 

ing the surgical field in a comprehensive manner. 

The list of contributors includes the outstand- 
ing teachers of surgery from our leading medical 
schools. It thus provides an authoritative and up- 
to-date reference source for the practicing sur- 
geon, as well as a solid body of background mate- 
rial for the medical student. As always, in the 
writings of strong men, one finds strong opin- 
ions which are at times at variance with one’s 
own. This is an asset rather than a detriment, 
and on the whole, there is no question that this 
volume represents a brilliant contribution to the 
teaching of surgery. 


Paul V. Harper, M.D. 


DruGs OF CHOICE, 1960-1961. 2nd ed. Walter 
Modell, M.D., Editor. Pp. 958. Price $13.50. 
St. Louis, Mo. C. V. Mosby Company, 1960. 
This second edition establishes a two-year in- 

terval as the frequency for revision of this book 

to provide current unbiased selection of the most 
suitable drugs for the ills of man. Forty-seven 
contributors outline ¢liniecal considerations 
sketchily, describe favorable and toxic actions of 
selected drugs, and evaluate what may be ex- 
pected from their use to treat disease. Although 
somewhat disappointing in general, some sections 
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draw useful conclusions from a wealth of clinical 
experience with the traditional as well as new- 
comers in the therapeutic armamentarium. Con- 
troversy is avoided by a simple statement of the 
contributor’s individual preference. Unsuitable 
for the student or expert, it will have some value 
for the practitioner who has been unable to main- 
tain his therapeutic perspective in a deluge of 
new drugs provided by our pharmacological col- 
leagues. 


W. H. Wehrmacher, M.D. 


TEXTBOOK OF OTOLARYNGOLOGY. David D. De- 
Weese, M.D., and William H. Saunders, M.D. 
$8.75. Pp. 464, with 354 illustrations. St. 
Louis, Mo. The C. V. Mosby Company, 1960. 
The authors have brought forth a textbook de- 

signed primarily for the medical student and the 

general practitioner. They have purposely limited 
the discussion of anatomy and physiology so as 
not to over-burden the reader. Each of the thirty- 
twe chapters ends with a number of selected ref- 
erences to provide additional information. In 
covering the broad field of otolaryngology they 
have included many of the advances of the past 
quarter of a century, especially in the field of 
hearing (thirteen chapters on the ear). Details 


of surgical technics of otologic procedures may 
be somewhat out of the pale of intended readers 
but nevertheless may serve to acquaint them with 


the scope of modern surgery. The same comment 
may be made about rhinoplastic procedures. 

The line drawings depict steps in the perform- 
ance of surgery. Symptoms such as nosebleed, 
hearing loss, tinnitus, dizziness, and vertigo are 
given over to separate chapter consideration. 
Notable for their completeness are chapters de- 
voted to discussions of speech disorders and re- 
habilitation of persons with hearing loss. 

Francis L. Lederer, M.D. 
Anatomy — A ReGionaL Stupy oF HuMAN 

Srructure. Ernest Gardner, M.D., Donald J. 

Gray, Ph.D., and Ronan O’Rahilly, M.S., 

M.D. $15. Pp. 999. Philadelphia and London, 

W. B. Saunders Company, 1960. 

For a quarter of a century there have been 
several attempts to introduce a shorter textbook 
of gross anatomy, more consonant with what a 
student can be expected to learn in a discipline 
that has suffered progressive curtailment from 
two full years to a half year, or less. Despite a 
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fair number of adoptions of these shorter bo 
the standard texts (Gray, Morris, Cunningh: 
still hold the lead. Admittedly, among the 
products from the use of oversized books by 
ginners, there is a certain gain since, from 
start, the student is forced to learn how to 1 
selectively, winnowing the chaff from the gi 
for his needs. In truth, this is precisely w 
must be done throughout a scholar’s life a 
without practice, no one has an innate ability 
do it judiciously. It is reasonable to conclude, 
nevertheless, that a short course in gross anatomy 
serves its purpose best if it sets as the prime ob- 
jective the conveying of clear concepts of funda- 
mentals. Hence, a sound book aimed toward this 
end should theoretically be best suited to aid in 
such an endeavor. 

The present text, written by three experienced 
teachers at Stanford and Wayne State univer- 
sities, is a notable attempt to fill this need. The 
avowed major aims are (1) to provide a text suf- 
ficiently brief; (2) to supply information on liv- 
ing anatomy, stressing the relationship of struc- 
ture and function; and (3) to introduce abun- 
dant references as footnotes and bibliographies 
in order to show how anatomy is a growing dis- 
cipline and where new information can be found. 
Radiographic anatomy is also well treated. The 
plan of presentation is basically regional, to con- 
form to the customary program of dissection, but 
many general topics of a systematic nature are 
treated in introductory chapters. Illustrations are 
line drawings, except for numerous radiograms. 
Although plentiful and valuable, they do not at- 
tempt to supplant the concurrent use of an 
anatomical atlas. 

Unlike the treatment customary in large texts, 
histology and neurology as such have been 
omitted. On the other hand, since comparative 
anatomical and developmental information is 
now often acquired by the student before he 
reaches the medical school, some relevant infor- 
mation on these matters is interjected at appro- 
priate places. This new work offers a tantalizing 
display and distillate of old wine in a new bot- 
tle. Moreover, the manner of presentation is re- 
freshingly novel and modern. It should be an in- 
teresting and even exciting book to a new student. 
It will surely prove a revelation to the practi- 
tioner who has never known other than the old- 
time, standard texts. 

Leslie B. Arey 
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